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OUR speaker is honored in being invited by 

the Minnesota State Medical Association to 
present the annual Russel D. Carman Memorial 
Lecture during this Centennial Meeting of the 
Association. Russel D, Carman contributed much 
to medical progress during his lifetime and in 
the field of Gastrointestinal Diagnostic Radiology 
no American has contributed more and few, if 
any, as much. 

The first edition of a text entitled The Roent- 
gen Diagnosis of Diseases of the Alimentary Ca- 
nal, prepared jointly by Carman and Albert Miller 
was published by W. B. Saunders Company of 
Philadelphia in 1917. It was an immediate suc- 
cess and the second edition followed in 1920, 
Carman then being the sole author. This book 
sets a high standard for medical writing. It is 
re filled with information, words of wisdom, is beau- 
tifully illustrated and even today, more than thirty 
years since publication, is still a modern text, 
one that all those doing roentgen examinations 
of the gastrointestinal tract should know inti- 
mately. 


1 | 





In the first chapter of the second edition ap- 
_ pears this statement regarding essential apparatus. 

“It is true that in this, as in many other things, the 
man counts for more than the machine, and the bulk 
of roentgenologic knowledge has been gained by those 
who had to content themselves with crude appliances.” 





<— bh 


This truth is especially pertinent today for radi- 
ologic machines become progressively more com- 
The Russell D. Carman Memorial Lecture read in 
the Symposium on Gastrointestinal Disease at the Centen- 


nial Meeting of the Minnesota State Medical Association, 
Saint Paul, Minnesota, May 18, 1953. 
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PROBLEMS IN THE ROENTGEN DIAGNOSIS OF BLEEDING LESIONS 
OF THE UPPER GASTROINTESTINAL TRACT 


JOSEPH C. BELL, M.D. 
Louisville, Kentucky 


plicated and in at least some institutions those 
in administrative positions at times fail to 
appreciate that a well-trained, experienced, con- 
scientious physician is the key to accurate diag- 
nosis and adequate therapy, the machine being 
only a necessary adjunct. 

Since the method of roentgen éxamination of 
the gastrointestinal tract is of cardinal impor- 
tance, Carman’s views as set forth in the follow- 
ing quotations should be of interest. He writes: 


“T believed that the advantages of the screen in the 
examination of the digestive tract can hardly be too 
strongly emphasized. Only by its use can exact infor- 
mation be obtained as to mobility and flexibility, the 
phenomena of peristalsis and antiperistalsis, the nature 
and permanence of irregularities of contour, and the 
effects of palpation, respiratory movement and varying 
positions.” 


As to “plates” now replaced by films, this is 
said: 


“After the examiner has acquired some proficiency 
with the screen, he will occasionally be inclined to dis- 
pense with plates, especially in the apparently normal case 
in which the patient is thin, the screen image sharp, and 
the clinical history negligible. But it is never wholly safe 
to do this. . . . Plates show minute deformities which 
cannot always be detected on the screen, may be studied 
at leisure and may be filed for future reference.” 


Carman then makes the following very impor- 
tant statement: 


“In published discussions of gastric roentgenology 
it is occasionally intimated that the screen and plate are 
rivals. This is a misapprehension. Rather should they 
be considered as indispensable complements to each 


917 





ROENTGEN DIAGNOSIS OF 


I have always 


other in every complete examination. 
used both methods, and would fear to discard either. 


Cases are frequently met with in which sometimes 
one, sometimes. the other, alone elicits the information 
sought.” . 


In the chapter entitled “Interpretation” the fol- 
lowing appear: 


“The roentgenologic examination of the digestive tract 
is not a mysterious art requiring extraordinary talents. 
Neither is it a simple diagnostic method which can 
be learned in a day. Its successful employment demands 
industry, experience, judgment and care, just as any 
other procedure in medicine—no more, but no less. 

“The maintenance of a conservative attitude in this 
work is especially necessary, and, at the same time, es- 
pecially difficult. The veteran roentgenologist, as well 
as the novice, is tempted to see too much rather than 
too little. Once the observer has acquired some familiar- 
ity with his work he will find that direct signs of le- 
sions will be manifest quickly or not at all. 

“Failure to discover a lesion by the roentgen-ray is 
often pardonable, but the subjection of a patient to 
needless operation on trivial roentgen evidence alone, 
is not readily forgiven by those concerned. Common 
sense has been defined as the ability to distinguish the 
important from the unimportant, and in this meaning 
every diagnostician has an abiding need of common 
sense. 

“There are two very practical checks against error 
which the examiner may employ, namely, re-examination 
and the giving of antispasmodics in cases in which 
spasm is suspected. In all doubtful cases one or both 
of these tests should be applied.” 


He ends the chapter by the following: 


“To sum up, the essentials for satisfactory roentgen 
diagnosis are faithfulness to an orderly routine, careful 
observation, the use of antispasmodics and re-examina- 
tion in doubtful cases, cautious interpretation, and Jast, 
but not least, a willingness to admit whenever it is true, 
that the findings are inconclusive. 


“ 


Concerning the “Normal Stomach” Carman 


writes: 

“It is rather trite to say that a knowledge of normal 
conditions as revealed by the roentgen ray is essential 
to a proper understanding of abnormal conditions. Yet 
this general truth applies so accurately and specifically 


to roentgenology of the stomach that its reiteration is 
never amiss.” 


Knowing the normal is an essential and one of 
the most difficult requirements in accurate diag- 
nosis, for if the normal is known, the abnormal 
will promptly be recognized even though the exact 
nature of the lesion may not readily be apparent. 
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Carman’s discussion of Gastric Cancer is a 
masterpiece, containing detailed case histories aid 
operative and microscopic findings in various 
forms of gastric cancer, some typical and some 
very atypical in their manifestations. The illus- 
trations are seldom excelled even today although 
most of the films were made with crude equip- 
ment of low capacity using gas tubes and glass 
plates. 

The above quotations were selected from the 
wealth of invaluable material in Carman’s text for 
they have a direct bearing on the problem under 
consideration here this afternoon, “Problems in 
the Roentgen Diagnosis of Bleeding Lesions of 
the Upper Gastrointestinal Tract.” 


Metheds of Roentgen Examination 


Your speaker believes as did Carman that no 
one method of examination is the answer to ac- 
curate diagnosis. He considers that the 
radiologist should avail himself of all well-estab- 
lished means of investigation, which include a per- 
tinent although brief history, palpation, detailed 
roentgenoscopy and indicated films, usually includ- 
ing so-called spot films and serial films. Like- 
wise he will stimulate wider use of esophagoscopy 
and gastroscopy when these are indicated. 

Gastroscopy is quite widely available today and 
is of decided value particularly in the diagnosis of 


Wise 


gastritis, some ulcers, and certain gastric tumors. 

Serial radiography, particularly of the stomach 
and duodenum advocated by Lewis Gregory Cole 
of New York, is mentioned by Carman in the 
second edition of his book. This method of ex- 
amination, in one of the various modifications, is 
used by many radiologists. It has the virtue of 
recording intrinsic movements, irregularities in 
contour and density, and of showing certain 
structures particularly the duodenum both filled 
with contrast material and almost empty when 
In the hands 
of the writer the serial film is considered the 


the mucosal relief is demonstrated. 


single most valuable method of roentgenography 
although it is used only in conjunction with other 
essential films and is always preceded by pains- 
taking and detailed roentgenoscopy. 

Compression technique, commonly spoken of as 
‘spot film” technique, early advocated by Berg 
and Akerlund in Europe and later introduced 
into this country by Geyman, is now widely em- 
ployed and when varying degrees of compression 
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are indicated for the demonstration of certain 
lesions, it may be invaluable. A part of the ap- 
paratus for the above type of examination is 
the so-called quick change over switch making 
possible the instantaneous change from the roent- 
genoscopic to the roentgenographic setting of the 
machine and the securing of any predetermined 
exposure. With this apparatus the examiner im- 
mediately can record on an x-ray film anything 
seen roentgenoscopically. 

In 1937 Hampton* introduced what he consid- 
ered to be a safe method for the examination of 
patients with actively bleeding duodenal ulcers. 
This method is now generally accepted. He 
employs a heavy mixture consisting of four 
ounces by volume of plain barium sulphate and 
one teaspoonful of plain petrolagar suspended in 
three ounces by volume of water. The entire ex- 
amination is done with the patient horizontal with- 
out palpation or compression. It has proven to 
be of great value in demonstrating ulcer craters 
in the posterior wall of the middle and distal one- 
thirds of the first portion of the duodenum, ones 
where there may be little deformity of the cap 
but which frequently hemorrhage most severely. 

In Hampton’s method, after the heavy barium 
suspension has entered the stomach, the patient 
is gently rotated to the right almost into the true 
lateral. The duodenum is given time to fill and 
a film is then made centering over the first por- 
tion. Ulcers of the anterior and posterior walls 
are frequently well shown in profile in this way. 

The patient is next rotated to the left until the 
gas from the fundus of the stomach passes into 
the distal part of the stomach and the duodenum 
resulting in a double contrast visualization of the 
mucosa lining these structures. A film is then 
exposed after which Hampton secures any other 
indicated films employed in a conventional exam- 
ination that can be made with the patient hori- 
zontal. Localized compression and palpation are 
avoided throughout the examination. 

Your speaker has made use of this form of 
examination first described by 
Hampton and the first two projections, those made 
in right and left posteroanterior. oblique projec- 
tions, are routinely employed in all examinations 
of the stomach and duodenum. 


since it was 


General Considerations 


in 1933 Allen and Benedict? studied the duo- 
denal ulcers seen in the Massachusetts General 
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Hospital during the previous twenty years. In 
20 per cent of the cases bleeding was severe and 
in almost all fatal cases the ulcers were in the 
posterior wall of the duodenum with erosion into 


the pancreas and into a large vessel. In the fatal 
cases the average age was 56.3 years, although 
in those that recovered the average was 41.8. 
They found death from hemorrhage rare under 
fifty years of age. 

Stanley O. Hoer® of the Cleveland Clinic Foun- 
dation in discussing “Management of Bleeding 
from the Upper Gastrointestinal Tract,” reported 
that the hemorrhage arose from a peptic ulcer in 
75 per cent of their cases, the ulcers being duo- 
denal in 63 per cent, gastric in 8 per cent and 
marginal in 4 per cent. Hemorrhage was sec- 
ondary to gastritis in 9 per cent, to esophageal 
varices in 7 per cent, to gastric neoplasms in 
3 per cent and in 6 per cent it was from other 
sources, among which unquestionably were a very 
few hiatus hernias. 
never demonstrated. 

The incidence of bleeding from the upper gas- 
trointestinal tract and the mortality. from hemor- 
rhage vary somewhat between hospital patients 
and all those suffering from this malady, for 
those severly affected are more likely to enter 
hospitals. In our experience with nonhospitalized 
patients, in a significant number who had no his- 
tory of any previous upper gastrointestinal dis- 
order, no cause for bleeding could be discovered 
even with repeated examinations. 


In a few the source was 


Not too many years ago the surgical treatment 
of bleeding lesions of the upper gastrointestinal 
tract was not to be considered, and transfusion 
was rarely employed. Today, however, with the 
liberal use of blood, improved methods of anes- 
thesia and more accurate diagnosis, especially in 
those past fifty with severe hemorrhage, and in 
those with a history of recurrent or continuing 
hemorrhage, surgery is becoming the treatment 
of choice. 

All agree that a determination of the site and 
nature of the bleeding lesion, when at all possible, 
is essential and it is here that the roentgen exam- 
ination is of great importance, the examiner as- 
suming a major responsibility in determining the 
method of treatment indicated. 

The history, as so often is true, may be of 
utmost importance often indicating the probable 
site and nature of the lesion. Now that ACTH 
and cortisone have come into such widespread use 
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in the treatment of many diseases, the history 
of such medication becomes of significance for 
Gray and associates, Halstead* and others have 
shown that these substances may cause acute pep- 
tic ulcers in individuals who previously have had 
no findings indicative of ulceration. Ulcers pre- 
viously healed may become active and hemorrhage 
and/or perforate. Severe gastritis at times fol- 
lowed by bleeding may develop. 

Using the method introduced by Hampton, the 
upper gastrointestinal tract, even during active 
hemorrhage, can be examined with safety. 
Esophageal varices, if present, and if at all well 
developed, usually will be diagnosed. Hiatus 
hernias, gastric ulcers, marginal ulcers, gastric 
neoplasms and duodenal ulcers will be detected 
in a high percentage of cases. All agree that 
ulcers of the duodenum that hemorrhage severely 
most frequently are in the posterior wall, may 
present few, if any, roentgen signs unless the 
actual crater is visualized and that they usually 
are distal to the more common sites of ulcers in 
which hemorrhage is not a major factor. It is 
essential, however, that the entire duodenum be 
examined, for ulcers of the second or descending 
portion are not uncommon and may hemorrhage, 
and new growths, although uncommon, may occur 
in any portion. 

Bleeding lesions of the small bowel distal to 
the duodenum are uncommon but they do occur. 
Hemorrhage rarely is severe but may be pro- 
tracted. When suspected, a small bowel study 
is indicated. 

When hemorrhage is slow or at the earliest 
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opportunity after it ceases, it is essential thai 
every effort be made to discover the lesion caus- 
ing the disability. If hemorrhage has stopped 
only a very short time before beginning the 
examination, great care must be exercised, and 
if palpation and compression are employed, they 
must be performed with the greatest gentleness. 
If surgical intervention is under consideration, 
it is essential that bleeding from esophageal va- 
rices be ruled out, for a laparotomy in such in- 
stances would be useless and dangerous. 


Comment 


In bleeding from the upper gastrointestinal 
tract, the radiologist is an important member of 
the team charged with the safety of the patient. 
He assumes a major responsibility but with in- 
dustry, painstaking care, and the exercise of a 
high degree of common sense, as defined by Car- 
man, he will be equal to the task before him. 
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BONE MARROW CULTURE HELPFUL IN DIAGNOSIS OF HISTOPLASMOSIS 


Routine bone marrow culture for Histoplasma cap- 
sulatum, believed to be of little value in adults, was 
reported to be of considerable diagnostic help in infants 
and children. This was concluded by Rohn and Bond? 
of the Indiana University Medical Center in a study of 
76 patients admitted as hematologic diagnostic problems 
and subjected to bone marrow cultures. 

Histoplasmosis was found in five cases, a positive yield 
of 6.5 per cent. In two of the five patients harboring 


tRohn, R. J., and Bond, W. H.: Blood, 8:329 (April) 1953. 





H. capsulatum, the organism was observed on micro- 
scopic examination of the marrow, and cultures were 
of only confirmatory value. In the remaining three chil- 
dren, however, bone marrow culture was the single test 
which established the diagnosis. 

In any infant or child suffering from unexplained 
fever, lymphadenopathy, splenomegaly, hepatomegaly or 
unexplained pulmonary findings with or without an ab- 
normal peripheral blood picture, Rohn and Bond suggest 
the routine culture of the bone marrow for H. cap- 
sulatum. 
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MASSIVE UPPER GASTROINTESTINAL HEMORRHAGE 


JOHN M. DORSEY, M.D. 
Evanston, Illinois 


WE ARE especially indebted to Welch*® and 

Stewart’? for their published reports on 
the results of treatment of patients with massive 
hemorrhage from the upper gastrointestinal 
tract. Analysis of the data presented by them 
provides definitions of their concept of what 
constitutes massive hemorrhage, through the 
employment of certain clinical measurements. 
According to Stewart they are: (1) that the 
patient has shown gross evidence of bleeding into 
the upper gastrointestinal tract within one week ; 
(2) the total circulating red cell mass was re- 
duced to less than 60 per cent of normal, and 
(3) there was reasonably good clinical evidence 
for the diagnosis of bleeding peptic ulcer. Accord- 
ing to Welch they are: (1) the occurrence of 
acute hemorrhage accompanied by variable signs 
of shock; (2) the loss of approximately 50 per 
cent of the red cells, that is, the red cell count 
has fallen to 2.5 million or below; (3) the 
photohemoglobin determination has been below 
7 grams, and (4) over 2,500 cc. of whole blood 
has been required to restore the hemoglobin 
level to normal. 

Once defined it is interesting to note from 
their experience what has been the source of the 
bleeding. 

It is apparent that there are three general ap- 
proaches to the treatment of this most important 
symptom. 

Conservative Medical Management Alone.— 
This no doubt evolved because in the earliest 
years surgery was not available and when later 
it was employed it was attended by a mortality 
much higher than that which accompanied the 
straight medical regime. Turnbull? and his 
associates have presented the results in patients 
so treated at the Evanston Hospital in the years 
between 1928-1937 and 1938-1947. Their 
mortality was 2.5 per cent. The excellence of this 


From the Northwestern University Medical School 
and the Evanston Hospital. 

_ Read in the Symposium on Gastrointestinal Disease at 
the Centennial Meeting of the Minnesota State Medical 
‘ onvention, Saint Paul, Minnesota, May 18, 1953. 
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TABLE I. SERIES OF CONSECUTIVE CASES OF 

ACUTELY BLEEDING UPPER GASTROINTESTINAL 

LESIONS PRODUCING MORE THAN 40 PER CENT 
EXSANGUINATION WHEN OPERATED UPON* 





Number Deaths 
WS WIR dain cdcnvcdesens Kéncensecens 110 12 
SE: GEE 5 0:4 5404 5904 1 
Cirrhosis, esophageal varices 2 
Extra-hepatic portal block..............-- 1 
TO GEE GRRE ccc occcccccececonseess : 
2 
2 





Gastric carcinoma .....+seeeeeeeereeeees 
Gastric lymphosarcoma .....+++++++++++++ 
Pancreatic CATCINOMA «2... ccccccccccccces 


RPOoroo°o°o 





TORE kvccdcccsccescccenseseesasesee 124 14 





*From Stewart 


TABLE II. SOURCE OF BLEEDING IN CASES OF ACUTE 
MASSIVE HEMORRHAGE OF THE UPPER PART OF 
THE GASTROINTESTINAL TRACT OBSERVED AT THE 
MASSACHUSETTS GENERAL HOSPITAL, 1938-1947* 





No. of Percentof No.of Percent of 





Cases Total Deaths Mortality 

Ulcer, duodenal ...... 210 59 24 11 
Ulcer, gastric ........ 41 11 9 22 
Ulcer, jejunal ........ 8 2 1 13 
Portal hypertension ... 62 17 41 66 
> [esses 20 5 2 10 
DE icetcireninnene 8 2 7 88 
Diaphragmatic hernia. . 4 1 3 75 
Cirsoid aneurysm ..... 2 1 1 50 
OOS PRS 1 —— 1 100 
Undetermined ........ 8 2 3 38 

92 25 


MD 4towenwhnass 363 
*From Welch 
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result has made the acceptance of indications for 
more active intervention reluctant, to say the least. 
If their success can be rationalized it must be 
pointed out that the economic status of their 
patients allowed for more rigid attention to ulcer 
management, and more careful follow-up medical 
care. Unwittingly too late surgical intervention 
in patients obviously not responding to medical 
management might have been considered as 
surgical mortality. 

It is difficult to sustain the cause of un- 
qualified conservative medical management in 
light of the obvious improvement in surgical 
results as reported by Stewart (Table IT). He 
arbitrarily, according to definition, selected from 
the patients having upper gastrointestinal hemor- 
rhage presumably due to ulcer those whose 
hemorrhage qualified as being massive. He per- 
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TABLE III. CONSECUTIVE OPERATIONS FOR ACUTELY 
BLEEDING PEPTIC ULCER IN PATIENTS SHOWING 
MORE THAN 40 PER CENT EXSANGUINATION* 





MASSIVE UPPER GASTROINTESTINAL HEMORRHAGE—DORSEY 


TABLE IV. OPERATIVE MORTALITY IN CASES OF 
MASSIVE HEMORRHAGE DUE TO GASTRODUODENAL 
ULCER AT MASSACHUSETTS GENERAL HOSPITAL, 








1938-1947* 

Number Deaths 938-1947 

Gastric resection (80%) duodenal ulcer ........ 50 2 = 

Gastrict resection (80%) gastric ulcer .......... 43 6 Total No.of Percent 

Gastric resection (80%) gastric and duodenal ulcer 4 2 Cases Deaths Mortality 

Gastric resection; excision pyloric mucosa ...... 4 0 Emergency operations 

Gastrict resection; excision 0} qnstve jepunettomy . - 3 1 within 48 hours of onset .......... 13 2 15 

Resection of stomach, jejunum, transverse colon. 1 1 over 48 hours, but after early re- 

EE an evans p deni thas aoa dodo +4684 0 MEL ccchveaoumesnGneour nee 

Total gastrectomy after gastric resection ........ 1 0 after repeated recurrences ........ 13 7 54 

GE Sc cenesdetéwhtavenscaeee 2 0 Interval operations ........cccceceees 68 1 2 
110 12 113 11 10 





*From Stewart 


formed gastric resection with the outcome as 
indicated in Table I[I—a very impressive figure. 

It is logical that approach No. 3 as reported 
by Welch, the results of which have been shown 
in Table IV, might combine the advantages of 
Nos. 1 and 2, and more adequately satisfy the 
contentions of the proponents of each of these 
methods. 

Patients bleeding from the upper gastro- 
intestinal tract were admitted to the surgical 
service for joint watching by both surgeon and 
internist. Those who continued to bleed or had 
recurrent hemorrhage, massive in character, were 
subjected to planned gastric resection under con- 
ditions conducive to optimum surgical technique. 
Those whose hemorrhage ceased were after a 
definitely established time returned to the medical 
service and advised to have interim gastric re- 
section. It was felt that the mortality, not to 
mention morbidity or economic loss, was less 
under such a plan. Those not operated were 
known to have recurrent hemorrhage. The 
mortality in that group exceeded that in the group 
in which interim gastric resection was performed. 

Upon what significant beliefs should the man- 
agement of acute massive upper gastrointestinal 
hemorrhage be predicated ? 


1. Indiscriminate emergency surgery should 
be condemned. 

2. Discriminate intervention carries the least 
risk during the first twenty-four to thirty-six 
hours. 

3. Despite the impressive reduction in the 
medical mortality due to improved management, 
a certain percentage of patients will continue to 
die of uncontrollable hemorrhage : 

(a) Below the age of forty there has been a 

reported 2 per cent death rate but this 
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*From Welch 


has been achieved by an 8 per cent 
surgical intervention. 

(b) Over the age ‘of fifty there has been a 
reported mortality of 23 per cent. 

4. The reported mortality of massive hemor- 
rhage from gastric ulcer (22 per cent) is higher 
than from duodenal ulcer (10 per cent): 

(a) A patient over fifty bleeding from a 
chronic gastric ulcer is the most likely 
to die of uncontrollable hemorrhage. 

5. Continued or recurrent bleeding is of ut- 

most importance as a prognostic factor: 

(a) Seventy per cent of hemorrhages even in 
older age groups cease spontaneously on 
hospitalization. 

(b) Since 2,500 cc. of blood is lost in a single 
massive hemorrhage, if five pints of 
blood replacement does not ‘produce 
stabilization, then bleeding is continuing. 

(c) The majority of patients (85 per cent) 
who bleed again do so within a short 
time within the third hospital day. 

(d) The mortality of persistent or recurrent 
hemorrhage in the age group over fifty 
may be as high as 56 per. cent. 

6. Unrelievable pain differing from previous 
ulcer distress often with back radiation preceding 
hemorrhage or persisting after hemorrhage is a 
serious symptom for massive bleeding. 

7. Pyloric stenosis predisposes to recurrent 
hemorrhage. 

8. Massive hemorrhage in the presence of 
previous perforation is of significance. 

9. Massive hemorrhage in relation to previous 
bleeding : 

(a) Sixty-four per cent of patients have not 

bled previously—mortality 12 per cent. 

(b) Twenty per cent have bled before— 
mortality 16 per cent. 
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(c) In the remaining 16 per cent—mortality 
7 per cent. 


10. Transfusion therapy is not without risk 
because : 


(a) Despite vigilance the suddenness of 
hemorrhage may produce recurrent shock, 
hypoxia, and associated phenomena. 

(b) There has been reported the occasional 
occurrence of a hemorrhagic tendency. 
(c) Incompatibilities are evidenced at times 
because of the urgency of the need. 

(d) Delayed effects such as hepatitis are al- 
most inevitable, though infrequent. 

(e) Transfusions in great numbers are more 
of an economic burden than surgical inter- 
vention. 


What is the management of acute massive 
upper gastrointestinal bleeding ? 

Secause the patient will no doubt exhibit 
evidence of shock, combative measures are in- 
stituted at once with but the most cursory 
physical examination. Nothing is allowed by 
mouth except moistening of the lips. Blood re- 
placement is begun as soon as typing and cross 
matching can be performed. The blood count in- 
cluding smears searching for evidence of blood 
dyscrasias, hematocrit, blood volume, prothrombin, 
non-protein nitrogen, and chloride determinations 
are proceeded with. Blood tests for liver func- 
tion are included. Half hourly blood pressure 
determinations help guide blood replacement en- 
deavoring to sustain the pressure at 100 mm. of 
Hg and the pulse at 120 or less. 

With restorative measures under way a more 
careful history and physical examination is 
recommended. Evidences of liver disease such 
as spider angiomas, hepatic and splenic enlarge- 
ments, altered albumin-globulin ratio, depleted 
prothrombin or excessive dye retention are 
suggestive of the presence of bleeding esophageal 
varices. Their management would constitute a 
separate discussion. Laparotomy is to be avoided, 
however. 

In the absence of a history suggestive of peptic 
ulcer in a patient with uncontrollable bleeding in 
whom surgical intervention is contemplated, x-ray 
examination of the esophagus, stomach and duo- 
denum is advisable. With the patient in the 
recumbent position barium may be administered. 
Turning the patient from side to side without 
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using pressure on the abdomen will lead to the 
establishment of evidence of ulcer in a high 
percentage of patients. 


If no evidence of esophageal varices are found, 
a soft nasal tube is introduced into the stomach 
and gentle suction applied to remove clots and 
hydrochloric acid. Nausea is inhibited and 
digestion prevented. 


Morphine should be used with caution as 
should barbiturates in the elderly. Demerol may 
be employed for restlessness. 


Vitamin C, Vitamin K, and fluid requirements 
can be administered parenterally. 


When surgery is indicated on a basis of the 
foregoing considerations, it should be done under 
conditions allowing for optimum performance— 
a rested surgical team, experienced nursing and 
anesthetic personnel, and with optimum blood 
replacement accomplished and additional blood 
available. 

An upper mid-line abdominal incision im- 
mediately establishes the appearance of the liver 
as substantiating the absence of evidence of 
cirrhosis. The stomach may be full of blood 
clots. These should be evacuated by gastrotomy. 
If these are not present, immediate gastrotomy 
should be performed. The presence of blood 
once established, the stomach may be advan- 
tageously transected. Bleeding from the free 
edges is controlled by Allis forceps. First the 
lower segment is inspected, mobilizing the duo- 
denum by dividing its lateral peritoneal attach- 
ment if necessary. The lower segment may be 
split anteriorly for adequate exposure if neces- 
sary. Similarly the upper segment may be 
inspected. All steps taken should be with the 
object of a 75 per cent or 80 per cent gastric 
resection in mind once it has been established 
that there is no evidence of liver disease and 
that the stomach contains gross blood. Even 
though no source is apparent the resection is 
advisable. Superficial ulceration or bleeding 
vessels covered by mucosal folds may be easily 
overlooked. Resection with ligation of the blood 
supply will control the hemorrhage from these 
sources. 


With gross bleeding arrested—blood replace- 
ment will manifest its restorative effect. Shock, 
hypoxia and their attendant changes can be re- 

(Continued on Page 943) 
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THE PEPTIC ULCER PROBLEM 


OWEN H. WANGENSTEEN, M.D. 
Minneapolis, Minnesota 


The Centennial 


It is a rare privilege to have the opportunity of par- 
ticipating in this Centennial Celebration of the Minne- 
sota State Medical Association. At its meeting places 
over the past century, the physicians of the State of 
Minnesota have congregated annually since a point nearer 
in time, to the beginnings of Anesthesia (1846) than to 
the first publications by Lister (1867) upon the applica- 
tion of the antiseptic principle in surgery. Through the 
years, as now, members of the Society and distinguished 
visitors have tried to bring to these sessions of the 
Society an up-to-date critical appraisal of the practical 
aspects of current problems. And in these gatherings, 
through the bond of a common interest, acquaintance- 
ships have been renewed, confidences have been ex- 
changed and friendships cemented. The Association has 
also been the spokesman for the Profession in its con- 
tacts with the Public, whom it has been our pleasure 
to serve. 


Within the space of two years, Minnesota has ob- 
served the Centenary of its Statehood and the Centennial 
marking the beginnings of our University. On an 
occasion such as this, when with filial piety we ponder 
the achievements of our forebears in a spirit of grateful 
thanksgiving, and look hopefully toward the future, let 
us not forget the interdependence of State, School and 
our Association. The hopes and aspirations of each are 
indelibly linked to the training and promise of our 
youth—an asset transcending in value all the natural 
resources of our great State. As we renew and pledge 
again today the faith of our Fathers, let us rededicate 
ourselves to their labors of making Minnesota truly 
American—the great land of unlimited opportunity for 
anyone, who like every good physician, serves his fellow- 
men, forgetful of self, in a spirit of humility with tender 
care and devotion. 





Peptic Ulcer—Still an Important Problem 


EPTIC ULCER is still a challenging problem. 
We know that the origins of peptic ulcer are 
traceable primarily to an abundant secretion of 
gastric juice with a high digestive power, owing 
to its content of hydrochloric acid and pepsin. 
However, many persons who have very responsive 
stomachs, capable of secreting large amounts of 
acid gastric juice, do not have peptic ulcer. More- 
over, a number of conditions, which fail to aug- 
ment gastric secretion, nevertheless, abet the ulcer 
diathesis and lower the threshold to ulcer produc- 
tion. Anemia of the mucosa of those segments of 
the digestive tract which may come in contact 
with gastric juice increases the ease of ulcer pro- 
duction. Lillehei, Dixon, and the writer (1948) 


Dr. Wangensteen is Chief, Department of Surgery, 
University of Minnesota Medical School, Minneapolis, 
Minnesota. 

Read in the Symposium on Gastrointestinal Disease 
at the Centennial Meeting of the Minnesota State 
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found that bleeding a dog with maintenance of 
the blood pressure below 70 mm. Hg for half 
an hour—the withdrawn citrated blood being then 
returned—is followed regularly by far greater 
ease of ulcer production.® In fact, any change 
which affects the normal homeostatic pattern of 
the mucosa of segments of the alimentary tract 
which may come in contact with the acid-peptic 
juice appears to lower the threshold to ulcer pro- 
duction. Fatigue, cold and anoxia appear to be 
strong abettors of the ulcer diathesis. Adren- 
ergic stimuli, which give rise to vessel spasm, and 
consequently to anemia of the mucosae over which 
acid-peptic juice may ply, abet the ulcer dia- 
thesis.1' Employment of histamine-in-beeswax 
has proved a very useful tool in these explora- 
tions. 

A surprise finding in these studies has been the 
great sensitivity of the esophageal mucosa to in- 
jury by acid-peptict juice. In fact, it would be 
quite safe to suggest that all squamous epithelium 
is far more susceptible to digestive injury by acid- 
peptic juice than is columnar epithelium protected 
in part by mucous secreting glands. 


Location of Ulcer 


The most frequent site for peptic ulcer appears 
to be the duodenum. The next most frequent 
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location is the stomach. Observations in this 
Clinic, relating to the reflux of gastric juice into 
the esophagus, suggest quite definitely that mani- 
festations of acid-peptic disease in the esophagus 


The only other areas in which peptic ulcers 
are observed are in the jejunum following the 
establishment of gastro-jejunal stomas, or spon- 
taneously in a Meckel’s diverticulum. 


Death Rates for Peptic Ulcer, Appendicitis and Intestinal Obstruction 1930-49 
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_ Fig. 1. There has been_only a 10 per cent decrease in the mortality of peptic ulcer as shown by the Vital 
Statistics of the United States over a period of many decades. 


Meanwhile, however, there has been a continuing reduction in the mortality of appendicitis. In fact, the 


present annual mortality of appendicitis is only 15 


per cent of what it was twenty years ago. 


During the past decade, the mortality of bowel obstruction has declined steadily, the present mortality being 


65 per cent of what it was a decade ago. 


are more common than is generally believed. In 
1949, the relief of so-called “idiopathic stricture” 
of the esophagus was reported from this Clinic 
in patients, following a conventional three-quarter 
gastric resection.’® Shortly thereafter, experi- 
ments in the laboratory on dogs and cats, in which 
the esophagus was perfused with gastric juice ob- 
tained from isolated canine gastric pouches, 
showed how very sensitive esophageal mucosa is 
to injury by acid-peptic juice. In fact, as a log- 
ical sequence of these clinical and experimental 
observations, this writer feels that so-called “idio- 
pathic” stricture of the esophagus as well as 
“spontaneous perforation” of the esophagus in 
man are, in all likelihood, manifestations of acid- 
peptic digestion of the esophagus." 
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Defense of the Designation “Peptic Ulcer” 


Dragstedt? (1936) once made the suggestion 
that the correct designation for ulcers resulting 
from digestion by gastric juice should be “acid- 
ulcer.” The great sensitivity of the esophageal mu- 
cosa to injury by acid-peptic juice consitiutes a 
good test of the validity of retaining the designa- 
tion, peptic. Whereas the esophageal mucosa does 
show distinctive effects of injury when subjected 
to perfusion with hydrochloric acid of pH,, by 
contrast, when gastric juice, obtained from an 
isolated dog’s pouch of the same acidity, is used, 
unmistakable evidences of far greater digestive ac- 
tion upon the perfused esophagus are observed, 
owing to the presence of pepsin. Perforations of 
the esophagus were never observed when the 
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TABLE I. 1949.-MoRTALITY 
(DEATH RATES PER 100,000 pPpopuULATION)* 





United | West North Centra] | Minne- 
States Area States sota 





1. Uleer of Stomach & 
Duodenum (540, 541) 5. 

2. Appendicitis (550-553) 2 

3. Hernia, Intestinal Ob- 
struction (560, 561, 570) 6.6 
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*Vital statistics, 1949. a 


It is apparent that Minnesota's accomplishment is slightly better 
than in the Nation and in our own area of States. 


esophagus was perfused with hydrochloric acid. 
Employment of gastric juice of the same pH was 
followed by perforations quite readily. 


The Resistance of Gastric Mucosa to Injury 
By Acid-Peptic Juice 


Since the day of John Hunter, the question has 
frequently been asked: “Why does not the stom- 
ach digest itself?’ It is still a good question. 
It is well known that the great secretory capacity 
of mucous secreting glands in the tubules of the 
stomach cannot be exhausted. In this function, un- 
doubtedly, resides a good deal of the native re- 
sistance of the gastric mucosa against injury by 
acid-peptic juice. And, inasmuch as gastric ulcer 
is frequently observed in the absence of distinctly 
high values for gastric acid, it would appear that 
there are other abetting factors which lower the 
threshold of the gastric mucosa to injury by acid- 
peptic juice. Gastric ulcers should be studied 
with reference to the content of mucus in the 
gastric tubules adjacent to the ulcer. Possibly 
there may be some defect in the protective action 
with which the gastric mucosa ordinarily is so 
richly endowed, in patients who develop gastric 
ulcer. 


It is known that in the presence of pyloric ob- 
struction, ulcers may be observed in the stom- 
ach. Since Pavlov made this ,observation long 
years ago, anyone who has worked with isolated 
canine gastric pouches in the laboratory has had 
occasion to observe that obstruction to’ outflow 
of the gastric juice may be accompanied by the 
development of an ulcer within the pouch. More- 
over, vagotomy which reduces gastric acidity may 
be followed by gastric ulcer in man and in expe- 
rimental animals because of gastric retention 
attending the gastric atony of vagotomy. It 
should be said however,. that of all the mucosae 
which come in contact with acid-peptic juice, the 
gastric mucosa appears to be the most resistant 
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to injury by the gastric juice. If this were not so. 
presumably everyone would have a gastric ulce: 

Duodenal ulcers occur with predilection jus: 
beyond the pyloric outlet. The pH of the duo 
denal content beyond the common opening oi 
the bile duct and the pancreatic duct of Wirsung 
is such that the pH of the ejected content from 
the stomach is raised quickly by the admixture 
with bile and pancreatic juice to a level at which 
it loses its peptic activity. 


Special Considerations 


Mortality.— Whereas there have been sharp de- 
clines in the mortality of acute appendicitis dur- 
ing the past twenty years, and a less striking 
decline in the mortality of acute intestinal ob- 
struction during the past decade, there has been 
only an appreciable reduction (10 per cent) in 
the mortality of peptic ulcer as revealed by the 
Vital Statistics*' of the United States over the 
past twenty years. It is gratifying to note that 
the accomplishment in Minnesota in all these acute 
disorders is slightly better than in our own geo- 
graphic tier of states as well as in the country 
as a whole (Table I). 


Perforation During the past ten _ years, 
throughout the country, a great reduction in the 
mortality due to perforation of an ulcer has taken 
place. A decade ago, hospital mortalities for 
perforated ulcer ran in the area of 20 to 25 per 
cent. Today, those mortalities are quite generally 
under 10 per cent. In fact, no mortality has 
been observed attending the closure of perforated 
peptic ulcers in this Clinic during the past five 
years. 

There has been a renewal of interest in recent 
years in the conservative management of perfora- 
tion with an indwelling duodenal tube, a method 
which this writer described’? in 1935. That 
report mentioned four patients with acute per- 
foration with pneumoperitoneum treated by suc- 
tion. One of these patients, with a very large 
pneumoperitoneum and a perforation of twenty- 
eight hours, died. There were four additional 
patients with a “forme fruste” type of perfora- 
tion without a demonstrable pneumoperitoneum, 
all of whom recovered. No antibiotics were then 
available, and following the death of the patient 
with the large pneumoperitoneum, the conserva- 
tive management of acute perforation of peptic 
ulcer was abandoned. Despite the recent flurry 
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of interest in the conservative management of per- 
forated ulcer in England and in this country, 
operative closure continues to be the method of 
choice in this Clinic. 
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ard of hemorrhage. -The continuing mortality of 
peptic ulcer is almosteatirely owing to this cir- 
cumstance. With vety few exceptions, instances 
of massive hemorrhage from whatever cause has 


Mortality from Intestinal Obstruction grand fofal 9654; Peptic Ulcer grand 
total 709; in the United States Census of 1949 
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Fig. 2. The mortality of duodenal ulcer and bowel obstruction, at various ages of life. 


It is to be noted 


that 75 per cent of the mortality of peptic ulcer cccurs essenti ially between the ages of forty and seventy. 
Moreover, between the ages of fifty and seventy, the mortality of peptic ulcer is reminiscent of the large 


mortality from appendicitis of two decades ago. 


On the contrary, the mortality of bowel obstruction is largest in the first few years of life, and again towards 


the end of life. 


This circumstance is readily apparent in that, during the first year of life particularly, such 
dificult and hazardous obstructions as meconium ileus, 


intestinal atresia, and volvulus neonatorum are encoun- 


tered. Toward the end of life, the physcal infirmities of man and cancer of the cclon are the important items 


in the large mortalities observed. 


Obstruction —Obstruction occurs usually as a 
sequel of a duodenal or a pyloric ulcer. Obstruc- 
tion which fails to relent with the ingestion or 
intragastric dripping of skim milk suggests that 
an ulcer crater is present. Repeated episodes of 
obstruction lead to duodenual narrowing. Ob- 
struction, like perforation, usually brings the 
patient to the surgeon. 


Hemorrhage.—The large threat to life today 
for the patient who has a peptic ulcer is the haz- 
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become the object of concern of surgeons. Pep- 
tic ulcer appears to be such an exception. This 
situation is in need of re-adjustment. Inasmuch 
as effective means of dealing with peptic ulcer 
are generally available, it would appear that pa- 
tients who have had episodes of hemorrhage 
should not be held off from the protective influ- 
ence of an operation indefinitely. The immediate 
risk to life can be reduced by earlier resort to 
operation, which will stop the bleeding. At the 
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same time, protection will be afforded against re- 
current hemorrhage in that a satisfactory oper- 
ation thwarts the ulcer diathesis in an effective 
and lasting manner. 

Reference to Figure 2 reveals that the large 
mortality from peptic ulcer occurs between the 
ages of forty and seventy. Between the ages of 
fifty’ and seventy the mortality of peptic ulcer 
today is as great as it was from appendicitis in 
this country twenty years ago. This situation 
obviously needs study and correction. 

Patients coming to the hospital with active hem- 
orrhage because of peptic ulcer should become 
the primary responsibility of the surgeon. He 
should decide whether, operation is necessary. 
This decision should no longer be the responsi- 
bility of the internist. If hemorrhage has been 
brisk and bleeding to shock levels of blood pres- 
sure (80 mm. of Hg. or less) has occurred, im- 
mediate operation is in order. If there has been 
hemorrhage without bleeding to shock level, the 
dripping of skim milk through an inlying gastric 
tube, the milk being dripped over twenty-four- 
hour periods, may make operation unnecessary. 
Of all substrates with which this Clinic has had 
some experience in combating the hemorrhage of 
ulcer, it is my impression that the dripping of 
skim milk is easily the best agent. However, in 
patients who have had more than one hemorrhage, 
granted the patient is in satisfactory condition, no 
advantage would appear to be gained through 
the agency of delay. The unfortunate thing is 
that protracted, conservative treatment of active 
hemorrhage, provides a patient who is probably a 
far poorer risk for operation than he was when 
he first presented himself at the hospital for the 
relief of hemorrhage. It is not easy to correct 
the lag phases in the adjustment of vital processes 
attending any serious insult, such as hemorrhage. 
The harm occasioned by the delay is not undone 
by the simple expedient of blood replacement. 
The time-loss factor is an item of great impor- 
tance and must come to be recognized as such. 
Lost opportunity cannot be retrieved readily. 


Hematemesis Without Obvious Evidence of 
Peptic Ulcer at Operation 


In 1945, in patients in whom hematemesis had 
been observed and bleeding was still active but 
no ulcer found at operation, the writer advised 
performing the conventional three-quarter gastric 
resection.** At the time of the report, four such 
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cases were cited. In all save one, a small erosion 
was found high on the lesser curvature. In the 
remaining patient, diffuse ulceration of the 


mucosa was found microscopically. Recurrent 
hemorrhage has not been observed in any of 
these patients. In the meanwhile, many additional 
such patients have been subjected to gastric resec- 
tions with gratifying results. Moreover, the 
suggestion of performing gastric resection in 
patients who have had hematemesis but in whom 
no ulcer can be found at operation, has . been 
adopted by others.” 

In such patients, it has become regular practice 
to measure the portal venous pressure at operation 
to make certain that one is not dealing with the 
item of portal hypertension. It has become evi- 
dent too that, in the bleeding of portal hyperten- 
sion, excision of the entire acid-secreting area 
of the stomach is mandatory, an anastomosis be- 
ing made between the distal end of the esophagus 
and the antrum of the stomach.’*"7_ It is becom- 
ing more generally accepted now that the bleeding 
from esophageal varices is essentially an acid- 
peptic linked phenomenon. Moreover, it is prob; 
ably safe to suggest that hematemesis is almost 
invariably, if not always, an occurrence related to 
the erosive effect of acid-peptic juice. Inasmuch 
as the vagi nerves are divided in this maneuver, 
obviously, a concomitant Heineke-Mikulicz py- 
loroplasty also must be done. 


The Problem of Gastric Ulcer 


The garden-variety of benign gastric ulcer us- 
ually can be identified as such by a competent 
roentgenologist. Complete healing of the defect 
attending the ingestion of a Sippy milk diet for 
a period of two or three weeks, when well con- 
trolled roentgenographically, is a safe procedure 
in most acute gastric ulcers. However, failure 
of the defect to heal completely is an indication 
that operation is in order. 

There are, however, peptic ulcers which cannot 
be differentiated from cancer. A more aggres- 
sive attitude by surgeons in the management of 
the gastric ulcer problem is therefore very much 
in order. Moreover, the very circumstance that 
gastric ulcer is frequently recurrent at the very 
same site suggests that the gastric mucosa may 
not have regenerated completely over the defect. 

Approximately five years ago, a number of 
my surgical colleagues in this Clinic followed 
thirteen patients with gastric ulcer to complete 
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healing under carefully controlled medical man- 
agement. At that time, with the patients’ con- 
sent, gastric resection was undertaken with a 
view to studying the situation microscopically. 
Interestingly enough, one of these ulcers which 
appeared to have healed completely under roent- 
gen control was a cancer. Of the remaining 
twelve, only one showed perfect healing of the 
defect in the mucosa. In the remaining eleven, 
there were peninsulas of mucosa going out from 
the edges of a tiny residual defect, the center of 
which was not covered by gastric mucosa. Inas- 
much as the mucosa was absent over a portion 
of the former ulcer, it is quite obvious that the 
nidus for a new ulcer still existed despite the 
apparent filling in of the ulcer. 


Diet.—A smooth bland diet with milk as its 
base is undoubtedly the best dietetic regimen for 
the patient with peptic ulcer. It is to be remem- 
bered that it is the protein in the milk which 
decreases the acidity of the gastric juice. Patients 
who are above their optimal weight would do well 
to substitute skim milk for whole milk. More- 
over, skim milk is a more effective agent in the 
control of acidity because the patient will ingest 
more of it than of whole milk. 


Alcohol, coffee (and caffeine in any form) and 
tobacco are taboo for the peptic ulcer patient, 
who is trying to control his disorder by dietary 
methods. Whereas, antacids and depressants of 
gastric secretion, like Banthine, often afford fairly 
direct symptomatic relief, my experience has been 
that the relief in most instances wears out and the 
patients come seeking the more durable satisfac- 
tion of an adequate operation. 


Operations for the Relief of Peptic Ulcer 


Gastric Resection—A number of operations 
appear to afford satisfactory protection against 
recurrent ulcer. During the past decade, stand- 
ardization of the extent of excision of gastric 
tissue in Billroth I and II operations has come 
about. The incidence of recurrence after well- 
performed operations is approximately 1 per 
cent.° The majority of surgeons who have had 
a large experience in the surgical management of 
peptic ulcer have come to appreciate that it is 
not necessary to excise the ulcer to allay the 
peptic ulcer diathesis. The complaint of patients 
and surgeons, however, concerning these proced- 
ures has been that too frequently the operation, 
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whether performed on the Billroth I or II plan, 
is accompanied by a group of symptoms common- 
ly lumped together as the “dumping syndrome.” 
Loss of weight is observed quite regularly; and 
attending the ingestion of food, sweating, pal- 
pitation and tachycardia, accompanied by the de- 
sire to lie down occur. Persistence of these 
symptoms, in some degree, is noted in approxi- 
mately 20 per cent of patients undergoing the 
Billroth type of resection ; in about 2 per cent of 
patients, these symptoms appear to be disabling. 


Vagotomy.—Gastrojejunostomy and_ pyloro- 
plasty have proved to be unsatisfactory operations 
in the relief of peptic ulcer. 

During the past decade there has been con- 
siderable renewal of interest in vagotomy as an 
operative procedure for peptic ulcer. Dragstedt 
and his associates? (1951): who have made im- 
portant contributions to our knowledge concern- 
ing gastric secretion in man, have insisted on the 
completeness of vagotomy as an essential feature 
of a successful operation. Today, however, very 
few surgeons perform vagotomy as an isolated 
primary operative procedure. Some add a drain- 
age operation such as gastrojejunostomy ; others 
remove the antrum as well. Some surgeons hold 
to the principle of gastric resection but feel that 
the protection afforded by a concomitant vagot- 
omy is such that a lesser resection will suffice than 
if gastric resection alone is done. In other words, 
a 50 per cent gastric resection with an added 
vagotomy has been substituted for a 75 per cent 
gastric resection. Whether such a resection will 
ultimately afford the promise of the conventional 
three-quarter Billroth operation remains to be 
observed. 


It needs to be said in this connection that 
surgeons, like myself, who affect a special inter- 
est in the peptic ulcer problem see each year a 
few patients who successively have had gastro- 
jejunostomy, vagotomy, gastric resection, fol- 
lowed in turn by an additional gastric resection or 
two—the patient still continuing to have a per- 
sistent peptic ulcer. I have had several skirm- 
ishes with patients who have had such a suc- 
cession of operations. The interesting finding at 
a fifth or a sixth operation is that invariably there 
is still a good deal of residual stomach. In the 
beginning, such patients have usually been hyper- 
sthenic-—patients of the drayman type of con- 
stitution. The extrapleural sternal splitting inci- 
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TECHNIQUE OF. STERNOTOMY 


Fig. 3. The Extrapleural Sternotomy Incision: (a) The incision. (b) The 
finger is inserted beneath the ensiform, preparatory to the insertion of the 
Lebsche sternal knife. (c) The Lebsche sternal knife. The knife is driven with 
an ordinary orthopedic hammer. (d) The left margin of the divided sternum 
is retracted laterally. The knife is shown cutting the diaphragm downward. The 
incision in the diaphragm extends to the point at which the pericardium comes 
directly into view. It is obvious that a deliberate opening of the pericardium 
will permit even easier retraction of the rib margin on the left side. (e) The 
exposure obtained with the sternotomy incision. The whole attic of the upper left 
abdomen comes immediately into view. The avascular ligament of the left lobe 
of the liver has been divided and the liver has been retracted to the right. It is 
obvious that this incision affords excellent exposure for repair of paraesophageal 
hernia as well as for total gastrectomy, in which procedure excision of several 
centimeters of esophagus is to be performed. Moreover, sternotomy is very 
helpful in the conventional sub-total gastric resection and is employed routinely 
in this Clinic in that operation. (f) Rewiring of the sternum. Ordinarily, two 
No. 24 stainless steel wires suffice. "The hand driven awl with a short side arm for 
engaging and pulling the wire through is shown. (g) The sternum is re-wired. 
The mid-line incision in the abdominal wall is closed in the conventional manner 
with two rows of interrupted silk. ‘5 
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TUBULAR RESECTION WITH TRANSVERSE (“GASTROPLASTY 


Fig. 4. Tubular Resection: This is the operation currently employed in this 
Clinic for duodenal ulcer. Obviously it is not applicable to gastric ulcer. The 
extent of the excision in the acid-secreting area is not quite as large as that in 
segmental resection. A comparison of illustrations (b) and (c) will suggest that, 
in tubular resection (c) a short segment of acid-secreting mucosa is left along 
the lesser curvature which is removed in segmental resection. The vagi are not 
divided in this procedure. Consequently a pylorotomy is necéssary only in 
instances where there is narrowing of the duodenum or in the presence of massive 
hemorrhage from the duodenum. 


Both segmental and tubular resection have been employed with satisfaction in 
the “idiopathic” strictures of acid-peptic ulcer. Inasmuch as free gastric drain- 
age is so important in the relief of acid-peptic strictures of the esophagus, a 
Heineke-Mikulicz pyloroplasty is added, even though pyloric obstruction is not 
present. 


Tubular resection has proved to be an eminently satisfactory operation in the 


management of duodenal ulcer. Tubular resection protects against thé histamine- 
in-beeswax provoked ulcer in the dog. 
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sion (Fig. 3), which affords excellent approach 
to the attic of the abdomen, makes it possible to 
view with care the nature of the attachment of 
the fundic end of the stomach to adjacent viscera. 
Patients have come to me with the statement that 
they have been advised to have a total gastrec- 
tomy. I have not found it necessary to resort 
to this expedient. Ordinarily, 90 to 100 gm. 
of stomath are still available for excision in a 
fifth or sixth operation, leaving on completion of 
the anastomosis a residual gastric fragment con- 
stituting approximately 10 per cent of a normal 
sized stomach.* 


In other words, whereas vagotomy and antral 
excision appear to be sound operations physiolog- 
ically for the relief of peptic ulcer, the occur- 
rence of situations like those just alluded to occa- 
sions one to be cautious in accepting as completely 
valid the belief that antral excision plus vagotomy 
is adequate to thwart the ulcer diathesis. 


In the dog, vagotomy offers considerable protec- 
tion against the ulcerogenic effect of the hista- 
mine-in-beeswax preparation. Yet, when a drain- 
age operation, such as a concomitant gastrojeju- 
nostomy or antral excision is done, the vagotomy 
appears to have lost a great deal of its protective 
action.” 


Segmental Gastric Resection —This Clinic has 
had a satisfactory experience with the employment 
of segmental gastric resection in the management 
of duodenal ulcer.” The procedure also is adapt- 
able to benign gastric ulcers not located in the 
antrum. Inasmuch as transverse division of the 
stomach vagotomizes the antrum, it is essential to 
perform routinely complemental pyloroplasty to 
insure satisfactory emptying. 


No recurrences of ulcer have been observed in 
approximately 100 patients subjected to segmental 
gastric resection in this Clinic. However, the 
incidence of the “dumping syndrome” has been 
sufficiently great to suggest that this procedure 
is not an ideal operation for peptic ulcer, though 
probably superior to the Billroth operations. 
Achlorhydria is observed rather frequently fol- 
lowing segmental resection. 





*] have yet to see a recurrence following this type 
of operative correction—a procedure which has been 
carried out on a fairly large number of patients who 
have had multiple antecedent operations for peptic ulcer 
over the last fifteen years. 
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Tubular Gastric Resection—Enough experi- 
ence has now been had with this operative pro- 
cedure in the surgical relief of peptic ulcer to 
indicate that it appears to be an eminently satis- 
factory operation for duodenal ulcer.'*17'* 
Obviously, inasmuch as the entire lesser curvature 
of the stomach remains, this operation has no 
application in the management of gastric ulcer. 


This operation has the advantage over seg- 
mental gastric resection in that inasmuch as the 
lesser curvature remains intact, no portion of the 
stomach is vagotomized. In consequence, it is not 
necessary to perform a complemental Heineke- 
Mikulicz pyloroplasty (Fig. 4), save in the pres- 
ence of active bleeding, or in the presence of some 
degree of obstruction occasioned by an indurated 
duodenum. 


The Heineke-Mikulicz pyloroplasty whether 
done in segmental resection or in tubular gastric 
resection circumvents the difficult problems of the 
large supraduodenal ulcer crater. In consequence, 
the surgeon can with relative equanimity make 
a long longitudinal opening, cutting across the 
anterior portion of the pyloric muscle. An excel- 
lent view of the lower antrum and the first por- 
tions of the duodenum is provided. Surgeons in 
our Clinic have learned a good deal concerning 
the appearance of ulcer through the simple expe- 
dient of opening the duodenum. 


Tubular resection with a concomitant pyloro- 
plasty has simplified the problem of dealing with 
brisk hemorrhage from an actively bleeding duo- 
denal ulcer at operation. The technique of the 
operation of tubular gastric resection is shown in 
the accompanying diagrams (Fig. 4). 


Symptoms of the “dumping syndrome” are 
observed less frequently after this operation than 
following any of the other resection techniques. 
Achlorhydria after histamine stimulation does not 
occur as frequently as after segmental resection. 
The volumes of gastric juice, however, are quite 
regularly small. MacLean* finds that patients 
having tubular resections absorb 95 per cent of 
the fats ingested. This observation indicates quite 
definitely that weight loss is owing essentially to 
diminished intake of food. It is to be remem- 
bered too that an ulcer regimen is a fattening 
diet, and that following operation, patients are 
inclined to veer away from the high caloric diet 
generally prescribed for patiertts with peptic ulcer. 
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Summary 


Peptic ulcer is still a challenging problem. 
Whereas there has been a very significant overall 
reduction in the mortality of acute appendicitis 
and bowel obstruction during the past two dec- 
ades, no such reduction in the mortality of peptic 
ulcer has come about. This circumstance is owing 
largely to deaths occurring through the agency of 
hemorrhage. Inasmuch as satisfactory operations 
are now available which thwart the ulcer dia- 
thesis in an effective and lasting manner, there 
would appear to be no good reason to withhold 
operation from patients who have had more than 
one episode of hematemesis from peptic ulcer. 
When the medical profession learns to manage the 
threat of hemorrhage from peptic ulcer in a sat- 
isfactory manner, the mortality of the disorder 
largely will have disappeared. 


During the past decade, the medical profession 
has learned how to control the serious threat of 
perforation. Through the agency of improved 
surgical care, including employment of antibiotics 
and a better toilet of the peritoneal cavity at the 
time of the closure of the perforation, the mor- 
tality of perforation is no longer as serious as it 
was a decade ago. In fact, a number of surgeons, 
in selected patients, are carrying out gastric re- 
section at the time when the perforation is dealt 
with. 


The gastric ulcer constitutes a special problem. 
The hazard of confusing a benign gastric ulcer 
with cancer is real. Inasmuch as gastric ulcers 
frequently recur at the very same site despite 
apparent satisfactory healing attending medical 
management, earlier and more frequent recourse 
to operation is in order. 


Satisfactory operations which allay the ulcer 
diathesis are available. Moreover, in this area 
alone, a large number of patients who have been 
subjected to a satisfactory operation for ulcer 
have been taken on as standard risks by insurance 
companies after the lapse of five years following 
operation, no recurrence having been observed 
meanwhile. When it is recalled that patients with 
peptic ulcer are not insurable, this very circum- 
stance speaks eloquently for the faith of actuari- 
ans in the protection of an acceptable operation 
against. ulcer recurrence. When patients with 
recurrent gastric hemorrhage are urged to accept 
the protection of operation, the mortality of peptic 
ulcer, like that of appendicitis and bowel obstruc- 
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tion, will begin to exhibit definite evidence of 
betterment. 


Tubular gastric resection appears to be an emi- 
nently satisfactory operation for peptic ulcer. It 
protects against the histamine-in-beeswax pro- 
voked ulcer in dogs. This operative procedure 
carried out through an extrapleural sternal split- 
ting operation is essentially a simple operation. It 
is to be remembered that it is antral exclusion and 
not retention of the antrum which abets the ulcer 
diathesis. Were this not true, every man retaining 
his antrum would be a potential candidate for the 
occurrence of peptic ulcer. It is the writer’s 
feeling that as long as the antrum is im contact 
with the residual gastric pouch, retention of the 
antrum does not abet the ulcer diathesis. 


The etiology of peptic ulcer still remains in part 
an enigma. The corrosive effect of acid-peptic 
juice is the most important single agent. How- 
ever, there are a large number of items such as 
fatigue, spasm of the blood vessels of the mu- 
cosae over which the acid-peptic juice may ply, 
blood loss, and other stress factors which abet the 
ulcer diathesis and yet fail to augment gastric 
secretion. 


Of all the juxtagastric lying segments of the 
alimentary tract, the mucosa of the esophagus 
appears to be the most sensitive to injury by acid- 
peptic juice. In fact, it appears certain that 
esophageal peptic ulcer occurs far more commonly 
than has been generally believed. In fact, it 
may safely be said that every “idiopathic” stric- 
ture of the esophagus is acid-peptic ulcer of the 
esophagus. Similarly, it would appear too that 
“spontaneous perforation” of the esophagus is 
acid-peptic perforation of the esophagus. 


Patients who get along well without any com- 
plication on medical management are not candi- 
dates for surgery. The patient to whom the 
monotony of the ulcer diet does not appeal, the 
patient who is never long wholly free from pain, 
the patient with recurrent gastric hemorrhage, as 
well as the patient with periodic episodes of ob- 
struction—all these patients should be advised 
to have operation for the relief of peptic ulcer. 


The key to reduction of the prohibitively large 
mortality from peptic ulcer which exists today 
in patients between the ages of forty and seventy, 
is more ready recourse to operation in patients 
who have persistent difficulty. And in patients 
who have suffered hemorrhage, such occurrences 
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must come to be recognized as synonymous with 
failure of adequate control by conservative means. 
Only when hemorrhage comes to be viewed as an 
indication for operation—only then will the 
reproach of the present large mortality from 
peptic ulcer in the mature years of life become 
replaced by a record of objective accomplishment. 
The grave hazard of hemorrhage must come to be 
viewed with serious concern by every physician 
who affects an interest-in peptic ulcer. More- 
over, patients with ulcer as well as the public 
should come to know that hemorrhage is the most 
important single cause of death from peptic ulcer. 
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GREATER SELECTIVITY IS URGED IN USING ANTIBIOTIC THERAPY 


A plea for greater selectivity in antibiotic therapy was 
made by Nelson of Temple University at a meeting of 
the New Orleans Graduate Medical Assembly held 
March 2-5, 19537 


In self-limiting diseases, severe infections not affected 
by available antibiotic agents, and noninfectious diseases 
simulating infectious ones, the speaker said, antibiotic 
therapy is unnecessary. Among the adverse effects of 
unnecessary treatment, Nelson held, are: possible care- 
lessness in diagnosis, risk of untoward reactions of these 


—_—_ 


tNelson,-W. E.: Paper presented at The New Orleans Gradu- 
ate Medical Assembly, New Orleans, March 2-5, 1953. 





agents, development of bacterial resistance, and the estab- 
lishment of a new resistant bacterial flora. 

The most widely active pathogens in the new-born 
seem to be Gram-negative bacilli and Staphylococcus 
aureus, the speaker stated, and these should be com- 
batted with broad antibiotic coverage. 

Patients with suspected osteomyelitis may be given 
aureomycin or terramycin alone. Penicillin alone was 
not advised. “Furthermore, treatment should be con- 
tinued for at least two-and one-half to three weeks in 
these cases.” 

“There is now an increased néed for diagnostic acu- 
men,” Nelson said. “We are in an extremely dangerous 
position diagnostically--since the old familiar patterns 
do not appear when there has been early treatment.” 
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MALE STERILITY 


HAROLD J. WALDER, M.D. 
Duluth, Minnesota 


HE PROBLEM of management of the in- 
fertile and subfertile male is a challenge to 
many physicians. The urologist is especially in- 
terested in the correction of anomalies, such as 
hypospadias and cryptorchidism. However, pub- 


collaborate with the gynecologists and obstetri- 
cians, these studies have been made. 

Since January, 1948, 329 semen specimens 
have been examined from 271 patients. These 
examinations included previous examination of 


STERILITY HISTORY (MALE) 


Name: Age 


Number: 





Wife's No.: 





Referred by: 





Has wife been examined? 





Previous marriages and pregnancies: 


Previous Illness 


(age, complications, treatment) 


Mumps 
T.B. ‘ 
Syphilis 
Gonorrhea 
Fevers 
Prostatitis 
Infections 


Operations 
Hernia 
Stricture 
Hydrocele 
Cryptorchidism 
Other Operations 
Genital Injuries 
GENERAL EXAMINATION 
Penis 
Testes 
Epididymis 
Prostate 
Seminal Vesicles 


Vasa 


Size Consistency Location 


Number of examinations 7 
Number of hours or days 
since intercourse 


Habits and General Health 





Alcohol 

Tobacco 

Occupation 

Relaxation 

Tension - 
Fatigue si 
Libido : . 
Erection 

Position 

Love Play 

Duration of Act 

Vaginal Penetration 

Vaginal Leakage 

Hot tub baths 

Jockey shorts 


Weight 
Height 
Build 
Span - 
Lower Half 
Hair: 

face 


Fig. 1. 


lic demand has prompted many urologists to be- 
come interested in sterility studies. Primarily, to 


From the Department of Urology, Duluth Clinic, 
Duluth, Minnesota. 


_ Read before the Centennial Meeting of the Minnesota 
State Medical Association, May 19, 1953. 
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the wife by an obstetrician in most cases. 

‘In the case of the male patients, a routine phys- 
ical examination was done, including a sterility 
history and examination. An outline of the his- 
tory and special examination followed in’ each 
case is given in Figure 1. 
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The ages of the patients in this study ranged 
from eighteen years to forty-nine years. The 
average age was twenty-seven years. Eleven 








80 
63 
c 60 
e 
a 
41 
5 40 
a 32 
; Total: 154 
20 
12 
1-3 4-6 7-10 10-15 
YEARS 
DURATION OF BARREN MARRIAGES 
Fig. 2. 


specimens were by withdrawal, the rest by mas- 
turbation. 

In each case the total specimen was measured, 
and all counts were made by the same individual. 
On several occasions the specimen was separated 
into two containers and sent to the laboratory. 
The proximity of the two counts was always 
surprisingly close. It is accepted that sperm 
counts can be remarkably consistent if one does 
enough of them to perfect the technique and 
minimize errors due to viscosity. 

Morphology and motility of sperm were studied 
in each case, realizing that recognition of abnor- 
mal forms depends on personal and _ technical 
factors. To minimize this, the same individual 
carried out all of these examinations. Con- 
sistency of pattern for an individual on repeated 
specimens was interesting. In one case, a large 
irregular glob of mucus surrounding what ap- 
peared to be the normal head of each sperm was 
noted on repeated specimens. In another case it 
was noted, on repeated specimens, that each sperm 
had a neck piece much larger in diameter than 
the head. 

The duration of barren marriages is shown in 
Figure 2. It is noted that most people seek con- 
sultation after four to six years of marriage. 

The patients were then grouped according to 
the number of million sperm per cubic centi- 
meter (Fig. 3.) Of the 271 cases, 34 per cent 
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were sterile or considered subfertile. Twenty 
five showed azoospermia. In this group, only 
four patients were noted with physical defects 
due to previous injury or mumps. In the group 
with 1 to 5 million sperm cells, six patients had 
physical defects. It can be noted that only on 
small hydrocele was noted among all of thos 
cases with counts above 100 million per cubic 
centimeter. 

A total of eighty-nine of the patients had re- 
ceived previous treatment, either by injection or 
oral medication. These were divided into groups 
according to their sperm counts and are shown at 
the top of chart (Fig. 3—Rx.) It was note- 
worthy that many were treated before a sperm 
specimen was examined. The number of patients 
previously treated are shown above the line, and 
the number having had a sperm specimen exam- 
ined are shown below the line. Thus, of those 
twenty-five patients with azoospermia, eleven had 
been treated, and only two of the eleven patients 
had had a sperm specimen examination. Here, 
one can note the futility of any attempted treat- 
ment without a sperm specimen having been ex- 
amined. 

One other important consideration is the fact 
that often the wives of these patients may have 
had one or more examinations, at considerable 
expense, since the man is often reluctant to be 
examined early. This expense to the patient may 
be obviated by urging early examination of the 
husband in any barren marriage case study. On 
the basis of this study, this procedure is urgently 
stressed. 

Eighteen patients with bilateral testicular 
biopsy were examined. Only one patient with 
oligospermia was examined—this on the basis of 
the patient’s insistence on the procedure before 
adoption proceedings were initiated. Because of 
our inability to recognize specific deficiencies 
(endocrine, dietary, et cetera), biopsy has not 
been encouraged in cases of oligospermia. In the 
seventeen patients with azoospermia, all showed 
absence of spermatogenic cells. No individual 
with normal spermatogenesis and apparent ob- 
struction of the tubular system was encountered. 
Transient oligospermia was encountered in sev- 
eral cases (Fig. 4.) Case 1 showed some im- 
provement on thyroid therapy when the basal 
metabolic rate was increased from -19 to +5. In 
this case there has been no conception after three 
years of observation and therapy. Case 2 shows 
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a wide variation with no treatment, as does’ in selecting those cases in which conception is 


Case 3. These tend to show the importance of highly improbable. A detailed discussion of the 


repeated sperm examinations. 


PREVIOUS TREATMENT: INJECTIONS, THYROID, VITAMINS, ETC, 
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TRANSIENT OLIGOSPERMIA 





Feb. '50 May '50 Sept. '50 BMR:= -19>+5 
Case 1 19 MW 61M 47M Thyroid 


Aug. '50 Nov. '50 March'51 
Case 2 97M 178M 186 M No Rx 


July '50 Nov. '50 Dec. '50 
Case3 Julyll 460M 291M 213 M 
July19 448M 


Fig. 4. 


It is not the purpose of this discussion to con- _ with adoption proceedings, has been most gratify- 
sider various forms of therapy, but to relate the ing in eighteen instances. These have been our 


findings in a routine series of cases. In a few most satisfied and grateful patients. 


Experience 


instances treatment of the man or woman has has shown that adoption agencies seem to be 


led to conception. The greatest success has been (Continued om Page 952) 
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EVALUATION OF FEMALE STERILITY 


LOUIS L. FREIDMAN, M.D. 


Saint Paul, Minnesota 


HE PROBLEM of the childless couple is 

as old as the Bible. It has been estimated that 
10-17 per cent of all marriages in the United 
States are barren. With few exceptions all young 
couples want children and it is of great impor- 
tance to them to know whether they can, cannot, 
or are unlikely to achieve pregnancy. Most wom- 
en who consult the doctor for the first time 
regarding their childlessness expect only a super- 
ficial inspection is necessary to solve the situation. 
The day is past when in the absence of gross 
pelvic pathology, the female seeking aid is given 
a pat on the back and told to go home and try for 
another year. The present-day concept of the 
infertile couple is a complex one and its solution 
extends far beyond mere conversation and en- 
couragement but involves a thorough time con- 
suming study of both husband and wife. It is 
of very little importance which one, the man or 
woman, is investigated first. Usually they are 
worked up simultaneously. The management of 
the sterile marriage may be divided into three 
phases: orientation, investigation and treatment. 


When to Investigate 

The old idea of waiting three years before con- 
sidering a mating sterile is outmoded, for in large 
series of cases it has been shown that 80 per 
cent of couples will conceive in six months and 
90 per cent within one year. We feel that one 
year of trial is a long enough time before the 
investigation is begun. The use of contraceptives 
has become an integral part of our society and 
may easily mask sterility. It would therefore 
seem wise to advise all young couples given con- 
traceptive advice not to wait too long, certainly 
not more than a year, before proving their 
fertility. 


Orientation 


Before starting the investigation it has been 
our custom to orient each couple, spending thirty 
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minutes or more covering the scope and com- 
plexities of the problem. In easily understood 
language, the basic physiology and the reasons 
for each procedure is explained. This orientation 
will inevitably be followed by better co-opera- 
tion and more satisfied patients. It will lay the 
groundwork for the necessary patience in the 
often difficult study that lies ahead. The couple 
is told that the investigation will take eight to 
twelve weeks after which a second orientation 
is held. At this time all the disclosed factors, 
both male and female, are evaluated as a single 
biological unit, and an attempt to estimate the 
fertility potential is made. In the absence of 
absolute sterility they are told that approximate- 
ly one year will be spent in treatment. They 
are advised to accept the whole plan “hook, line 
and sinker” or to delay the study. 

Human beings are at best relatively fertile 
and there is no definite scale by which fertility 
can be measured accurately. The index of fertil- 
ity is the sum total of all the factors both male 
and female. It is often forgotten that we are not 
dealing with normally fertile individuals. Highly 
fertile couples can produce babies under most 
any circumstances. However, an altogether dif- 
ferent situation confronts the infertile couple. 
It can be said to these patients, “I'f you could 
have, you would have achieved pregnancy; so 
something must be wrong.” Therefore, any and 
all factors no matter how small must be correct- 
ed. An adequate investigation will reveal etiolog- 
ical factors in 90 per cent of couples and these 
factors are usually multiple. 

Statistical evaluation of etiological factors in 
sterility are of questionable value because so 
much depends on the particular investigator’s 
interest, the material available to him, and the 
health of the general population in the area where 
he resides. Rabeau in the state of Israel found 
tuberculous endometritis in 10 per cent of 209 
sterile couples. We have not found one in more 
than 300 endometrial biopsies. Overstreet in 
California finds the cervix at fault in 70 per 
cent of his cases. This is nearly three times 
the incidence in our cases. If you evaluate 
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clinic patients you will find a larger proportion 
of infections with more occluded tubes than in 
private patients. All factors disclosed in the 
diagnostic survey are important and it is unwise 
to place greater significance on one because it is 
more frequent. Our studies show that the man 
is at fault in about one-third, the woman one- 
third and both are at fault in one-third of cases. 

The investigation of the sterile female is usual- 
ly divided into five factors: 

1. Constitutional factors as anemias and chron- 
ic infections. 

2. Pelvic Conditions which include congenital 
anomalies, infections, and tumors. 

3. The Cervix and Vaginal Factor which is 
hostility or inadequacy of the cervical secretions 
and failure to deposit the semen properly. 

4. The Tubal Factor, which is partial or com- 
plete occlusion and faulty motility of the fallopian 
tubes. 

5. Endocrine Factors, which include hypothy- 
roidism and disturbances in menstrual rhythm 
such as amenorrhea; dysfunctional bleeding; 
anovulatory bleeding and inadequate corpus lu- 
teum effect. Relatively few women of infertile 
couples have primary endocrine defects and even 
when these factors are at fault, therapeutic bene- 
fit is difficult to obtain. Aside from the use of 
thyroid we use very little hormonal therapy. 


Minimal Diagnostic Survey of Wife 


1. History and complete physical examination 
2. General laboratory examination 

a. Blood Wassermann 

b. Complete blood count 

c. Sedimentation rate if there is a high 

white blood count 

d. Urinalysis 

e. Rh factor 
3. Basal metabolism 


4. Ovulation 
a. Basal body temperature 
b. Endometrial biopsy 
5. Rubin test and if necessary uterosalpingog- 
raphy 
6. Post coital tests 
7. Miscellaneous tests if indicated 
a. Cervical culture and smear for infections 
b. Vaginal hanging drop for trichomonas 
vaginitis 
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History 


The history should be complete, with particu- 
lar attention to the onset, character and periodic- 
ity of the menstrual flow. The regular occur- 
rence of menstrual cramps suggests ovulation. 
Special emphasis is given to a previous history 
of pelvic infection, abortion or abdominal opera- 
tions. The types of medications and previous 
treatment should be recorded. Any excess in 
diet, alcohol, tobacco, sleep or coital habits may 
be important. Present and past occupations, pre- 
vious marriage and period of present marriage, 
length and type of contraceptives used are also 
noted. To save time we use a prepared ques- 
tionnaire which is gone over with a red pencil 
underlining the important points. 


Physical Examination 


The examination must be complete with spe- 
cial attention paid to general body architecture 
as regards to distribution of hair, fat, develop- 
ment of the breasts, external genitalia, and must 
include a thorough pelvic examination. Too much 
has been written about the hypoplastic uterus and 
far too many women are being told that their 
“womb is underdeveloped.” In the presence of 
regular menstruation a small uterus is rarely the 
cause of sterility. There is variation from patient 
to patient and also a difference in size premens- 
trually and postmenstrually in the same female. 
Over the years we have encountered many obstet- 
rical patients who volunteer that they were told 
that they would have trouble achieving pregnancy 
because their uteri were too small. 


Value of Laboratory Tests 


The role played by focus of infection in steril- 
ity has always been vague and different observers 
have associated varying degrees of importance 
with it. Disregarding these beliefs, no one will 
deny the absolute necessity of maintaining the 
best possible general health in a sterile couple 
as a unit. Even when one factor can _ be 
fairly well ascertained as the primary etiologic 
element, the so-called combined fertility index 
must be sustained at a peak. This assumes even 
greater significance in those enigmatic cases, in 
which no obvious factor in either partner can be 
discovered to explain the lack of fecundity. It 
therefore is of vital importance to determine the 
absence of anemia, chronic infection as reflected 
in the blood and the urinary systems. 
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Basal Metabolism 


The relationship of thyroid activity to sex and 
its functions has long been recognized; but the 
nature of this relationship has been the subject 
of endless speculations and conflicting theories. 
The exact mechanism is far from clear. Litzen- 
berg, in 1926, was the first of many to point 
out that hypometabolism is found with unusual 
frequency in women who cannot conceive and 
that the administration of thyroid to such women 
may enable them to become pregnant. Hypo- 
thyroidism on a clinical or subclinical basis has 
been described by many authors as a predomi- 
nant factor in 10-25 per cent of females of bar- 
ren couples. 

The basal metabolism test is not an accurate 
method of determining thyroid activity, but it 
has enough statistical merit so that we recom- 
mend it for both the man and woman of every 
barren couple. Thyroid is given to all our ste- 
rility patients in whom the basal metabolic rate 
is plus 5 or below, for perhaps the best diag- 
nostic test for subclinical hypothyroidism is the 
reaction of the patient to increasing doses of 
thyroid. The patient is started on small dosage 
of dessicated thyroid which gradually is increased 
to tolerance, which may take four to eight weeks. 
It has been our experience that thyroid therapy 
must be individualized because of the great varia- 
tion in response of individuals, regardless of their 
initial basal metabolic rate. Tolerance is meas- 
ured by a record of the pulse rate at regular in- 
tervals, and from the clinical signs of increased 
appetite, loss of fatigue and such. If palpitation, 
insomnia, tremor, or other symptoms of hyper- 
thyroidism develop, the dosage is cut to the level 
below. Metabolism tests are repeated at infre- 
quent intervals until the therapeutic level is 
reached. We do not share the concern of 
many internists over the wide use of thyroid 
in infertility patients with normal basal rates. 
If patients are oriented as to the signs and symp- 
toms of overdosage and are checked at regular 
intervals, it is very unlikely that there will be any 
danger from this type of treatment. 


Basal Body Temperatures 


The simplest and perhaps the most popular 
method of determining ovulation is the basal 
body temperature record. Investigations on 
castrates have shown that progesterone causes 
a rise in basal temperature of a half a degree 
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or more, and in these studies, this rise has 
been demonstrated to take place within twenty- 
four hours of the dosage used. In a normal ovu- 
lating woman the temperature graph is biphasic, 
and usually indicates ovulation 14 plus or minus 
2 days before the onset of the next menstruation. 
The temperature should rise at least one half 
degree and remain elevated for ten days. Rectal 
and vaginal methods are not necessary; oral tem- 
peratures are satisfactory and are taken daily 
within one hour of the same time on awakening 
before getting out of bed. The thermometer is 
kept in the mouth five minutes. It must be 
remembered that this five-minute period is only 
one of the 1440 minutes of a whole day and it is 
futile to contend that ovulation takes place just 
before or just after the rise of the curve. Ovu- 
lation must be accepted as an unpredictable event 
and as yet there is no available test for precise 
timing. In timing intercourse to ovulation, be- 
cause spermatozoa have been shown to survive 
forty-eight hours or more in the upper genera- 
tive tract, it is best to be too early rather than 
too late with regard to the rise of the tempera- 
ture curve. In some cases, the curves are far 
from satisfactory and do not mirror the corpus 
luteum effect as indicated by endometrial biopsies. 


In spite of the shortcomings and occasional in- 
accuracies of the graphs, it does tell with few ex- 
ceptions: (1) whether the patient ovulates; (2) 
roughly when the ovulation takes place; (3) and 
with less accuracy whether there is anything 
wrong with progestational activity of the cycle. 
Suitable symbols to indicate intercourse, inter- 
menstrual bleeding, increased clear discharge, et 
cetera, recorded on the graph may give valuable 
information. When the temperature remains ele- 
vated beyond eighteen days, pregnancy is likely. 
This is called the “poor man’s pregnancy test.” 


Endometrial Biopsy 


The biopsy is best performed two to four days 
before the expected menstruation and the date 
of succeeding menstruation should be recorded. 
This, however, runs the remote risk of interrupt- 
ing a pregnancy. If coitus is avoided during the 
cycle, this risk can be avoided. Proper histologi- 
cal interpretation of the tissue will reveal not 
only whether ovulation has occurred in that cycle 
(secretory endometrium), but may also determine 
whether the progestational effect has been ade- 
quately developed for the time taken in the cycle. 
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For religious or other reasons, a number of gyne- 
cologists prefer to do the biopsy within twelve 
hours after the onset of bleeding. The tissue 
taken at this time will usually reveal that ovula- 
tion has taken place. However, the quality and 
quantity of endometrial response to progesterone 
effect is very difficult to establish after the onset 
of bleeding. 

Since 5 to 10 per cent of normal men- 
struating women have occasional anovulatory cy- 
cles it is wise to examine the temperature graph 
before performing the biopsy. 


Post-Coital Test 


The endocervical glands secrete mucus which 
is relatively impenetrable to sperm throughout the 
cycle except in the mid-month period. Then, 
under the influence of a high estrogen peak, the 
mucus secreted becomes profuse, crystal clear, 
watery, and is easily penetrated by spermatozoa. 
Instructions are given that intercourse should 
take place at the time in the month that ovula- 
tion might be expected, after three to five days 
of abstinence. The wife presents herself in the 
office within three to sixteen hours without hav- 
ing douched. The cervix is wiped with a dry 
sponge and a drop of mucus from within the 
endocervical canal is placed on a slide and ex- 
amined immediately under a microscope. The 
finding of ten or more motile spermatozoa per 
high power field in a drop of this secretion may 
be considered a normal test, which can be taken 
as presumptive evidence that there is no mechan- 
ical or chemical barrier to spermatozoa. The 
finding of less than ten motile sperm per high 
power field suggests that either the husband is 
at fault or more likely that the wrong time in 
the cycle was selected for the test, or that some 
condition exists in the cervical mucus which pro- 
hibits the penetration and survival of the usual 
number of sperm. The post-coital test is worth- 
less, unless done at ovulation. If the cervical 
mucus is of thick consistency, viscous, and cloudy, 
poor sperm survival will result. In these cases 
we find it helpful to perform cyclic post-coital 
tests, checking the cervical mucus every other 
day during the week preceding and following 
the expected ovulation. Not infrequently motile 
sperm will be found in cervical mucus forty- 
eight to seventy-two hours after the last copula- 
tion. This does not necessarily mean that these 
sperm are capable of fertilization of the ovum. 
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If there is no spermatozoa in either the cervical 
secretions or the vaginal pool, the husband is 
azoospermic or ejaculation has taken place out- 
side the vagina. The post-coital test is never a 
substitute for semen analysis. 


Rubin Test 


This test is best carried out three to seven 
days after the end of the period. This will 
avoid the chance of interrupting an early con- 
ceptus, and also during the luteal phase there 
is a greater risk of gas or oil infiltrating large 
blood sinusoids and causing emboli. Carbon 
dioxide gas is introduced through a closed system 
under a controlled pressure at a constant slow 
rate of less than 30 cc. per minute. Air should 
never be used. Usually no greater pressure than 
200 mm. of mercury is used. By being very 
gentle and waiting a full minute after the appa- 
ratus is in place to allow for tubal spasm, a 
much more satisfactory test, as indicated by 
kymograph tracings, can be obtained. We have 
been able to omit using a tenaculum on the cer- 
vix in more than 75 per cent of our Rubin tests. 
A kymographic attachment can be obtained for 
any standard Rubin apparatus. It records pres- 
sure changes, the frequency and amplitude of 
tubal peristalsis, and in addition provides a per- 
manent record. Any adnexal pathology that 
binds tubal segments down or interrupts the rhyth- 
mic flow of contractions, may interfere with nor- 
mal tubal function. If gas has gone through 
one or both tubes, when the patient sits up, it 
will bubble up under the diaphragm and this irri- 
tation will cause shoulder pain. The Rubin test 
does not tell us which tube or whether both are 
patent, but if carefully performed it can tell us: 
(1) whether tubes are occluded; (2) whether 
there is stenosis; and (3) whether there is nor- 
mal peristalsis and patency of at least one tube. 
Failure to produce patency may be due to spasm 
and an antispasmodic, as nitroglycerin, placed un- 
der the tongue may reduce the spasm. 

When two separate Rubin tests reveal non- 
patency, one can perform uterosalpingography. 
Neither of these tests should be performed in 
the presence of infection of the vagina, cervix, 
uterus, tubes or pelvis. We prefer to do the 
Rubin test first and use the opaque media with 
x-ray for supplementary information. The tech- 
nique with uterosalpingography is more compli- 
cated and hazardous. There is reasonable proof 
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that in experienced hands more pregnancies result 
from repeated insufflations with increased pres- 
sures than from intraabdominal tubal plastic op- 
erations. 


Treatment 


Only a brief discussion of treatment which 
depends on the disclosed abnormalities will be un- 
dertaken. Usually several factors are found with 
impaired fertility in a woman and correction or 
improvement of each is important. Pregnancy 
may follow simple therapeutic measures as prop- 
er timing of intercourse with ovulation, or gentle 
cauterization of an eroded cervix. Endocervicitis 
itself must be rigorously attacked with antibiotics. 
A number of conceptions will follow routine tu- 
bal insufflations and instrumentation of the cer- 
vical canal as with endometrial biopsy. The cer- 
vical mucus may never show the thin watery 
non-viscous characteristics that should be present 
at ovulation, possibly due to previous infection 
or extensive cautery treatment of such infection. 
The mucus may also be deficient in amount 
because of lack of normal response of the mu- 
cous epithelium to estrogen. It is worth while to 
give these patients small doses such as 0.1 to 0.2 
mg. of stilbesterol daily during the first half of 
their cycle. More than this amount might inter- 
fere with the pituitary ovarium relationship and 
inhibit ovulation. The use of pre-coital douches 
containing Ringer’s solution fortified with glucose 
has been advocated by some as providing a fa- 
vorable medium in which the semen will be de- 
posited. We have not been impressed with the 
advantages of this procedure and have discarded 
its use. 


If the evidence from basal temperatures and 
endometrial biopsies indicates that ovulation is 
not occurring, there is as yet no consistently 
effective treatment available. In certain cases 
of secondary amenorrhea associated with sterility, 
low voltage x-ray to the ovaries and pituitary 
has produced ovulation and also pregnancy in our 
hands. The various hormonal substances used 
in the treatment of ovarian failure are ineffectual. 
Gonadotrophic substances offer promise but as 
yet no commercial product will stimulate follicle 
growth or induce ovulation. 

If tubal obstruction on both sides is apparent 
on X-ray examination and this is the only ab- 
normal finding in both husband and wife, a course 
of diathermy and repeated tubal insufflations may 
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effect patency. If this fails, then culdoscopy and 
plastic tubal surgery may be considered. The 
pregnancies from such procedures are rarely re- 
ported to be more than 10 per cent. These 
operations must be entered upon with full under- 
standing by the patient of the possible hazards 
of abdominal surgery and the small chance of 
success. There is some promise that the use 
of polyethylene tubing may improve our present 
poor salvage rate in keeping diseased fallopian 
tubes open. 

Much attention has been recently focused on 
the psychosomatic aspects of sterility; however, 
the objective measure of this factor is very diffi- 
cult, There is no doubt that emotional conflicts 
can play a role in sterility. Typical examples 
are pregnancies that follow adoption or a good 
vacation away from home. It would seem that 
the most important psychotherapeutic role the 
attending physician can play is to induce a change 
of attitude whenever emotional tension is ascer- 
tained. 


Discussion 


The question is often raised “should the gen- 
eral practitioner be discouraged from handling 
the sterile couple.” Many gynecologists feel the 
investigation is too detailed for ordinary work- 
up. The great majority of infertile couples, at 
least in our state, consult the general doctor first 
and there is no reason why he cannot manage 
such couples if he has the interest and is willing 
to spend the time necessary for an adequate in- 
vestigation. On the other hand, no matter wheth- 
er he be surgeon, general practitioner, urologist, 
or gynecologist, if he has only a casual interest, 
it would be far better for him to refer the couple 
elsewhere for proper orientation, investigation 
and treatment. All too often the couple is 
treated with indifference and discouragement 
which leads to consulting doctor after doctor. 
Needless expense, effort and time will be spared 
if the first doctor orients them properly. 

What can thorough study of the sterile couple 
do? It can provide a reliable opinion as to the 
prognosis of future conception with three pos- 
sible answers: 


1. The couple can be told there is nothing 
wrong and they should be able to achieve preg- 
nancy. 

2. When there is absolute sterility in the 
woman for which nothing can be done, treat- 
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ment is ended and the way is cleared for adop- 
tion. When there is irreparable sterility in the 
husband and the wife is relatively fertile, in suit- 
able cases, donor insemination can be recom- 
mended. 


3. The third answer may be that definite 
causative factors have been disclosed which may 
respond to treatment. 

Twenty years ago only 15 to 18 per cent of 
sterile couples achieved pregnancy. Today with 
a better understanding of the physiology of re- 
production and with the development of new 
diagnostic techniques a successful outcome is 
achieved in nearly twice as many barren couples. 


Summary 


An attempt has been made to present a sys- 
tematic plan of management which is the culmi- 
nation of a number of years of special interest in 
the childless couple. The problem is a com- 
mon one, the solution of which requires a de- 
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tailed study of both husband and wife. Such a 
study is rewarding in better prognostic evaluation 
and will produce a greater number of pregnancies. 
The over-all management is divided into orienta- 
tion, investigation and treatment. 

With few exceptions all young couples want 
children. It is important for them to know 
whether they can, cannot, or are unlikely to 
achieve pregnancy. The sooner the better. One 
year of trial before beginning the diagnostic sur- 
vey is adequate. Both partners should be evalu- 
ated as-a single biological unit and treatment 
directed at correcting all possible factors, large 
and small, in an effort to improve the combined 
fertility index of the marriage. 

The infertile couple should not be told that 
the situation is hopeless, until everything has been 
exhausted. Indeed, an attitude of controlled op- 
timism should be maintained. If after one year 
or more of treatment no pregnancy occurs, psy- 
chiatric help or adoption should be recommended. 





MASSIVE UPPER GASTROINTESTINAL HEMORRHAGE 


(Continued from Page 923) 


versed, It is simpler to complete the operation 
by antecolic anastomosis, 

Should the presence of duodenal ulcer and ex- 
tensive inflammatory induration make invagina- 
tion of the duodenal stump questionable, the 
Welch* maneuver is recommended. This is much 
safer than leaving or struggling with a question- 
able duodenal stump. Fatal bile peritonitis may 
readily result in a patient who has recently had 
a massive hemorrhage. 

Drainage of the duodenal stump region, the 
line of anastomosis and meticulous wound 
closure and care are suggested. Evisceration may 
readily occur in a debilitated patient. In general, 
the improvement in the operative technique of 
gastric resection remains an avenue by which the 
mortality from acute massive bleeding from the 
upper gastrointestinal tract can be reduced. 

In summary, acute massive upper gastro- 
intestinal hemorrhage has been defined and the 
three general methods for its management indi- 
cated. The significant beliefs through which the 
optimum management may be selected have been 
recorded. These beliefs allow for the selection 
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of patients for surgery. The surgery contem- 
plated is 80 per cent gastrectomy with antecolic 
gastrojejunostomy. Such gastric surgery done 
under optimum conditions and with improved 
technique, salvages the patient and eliminates with 
satisfaction in a high percentage of patients, the 
threatening disease process. The restored patient 
is comfortable and productive, other factors per- 
mitting. The actual risk of the so-called con- 
servative methods of treatment should not be 
underestimated. 
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THE MINNESOTA MEDICAL PROFESSION AND TUBERCULOSIS 


J. ARTHUR MYERS, M.D. 
Minneapolis, Minnesota 


UBERCULOSIS has been one of the most 

serious problems of the Minnesota medical 
profession throughout the past one hundred years 
and it remains so today. When this Association 
was organized in 1853 tuberculosis was already 
rampant. among the American Indians te whom 
it had probably been transmitted from 1659 on 
by explorers, fur traders, soldiers, et cetera. 


Scarcely was Minnesota declared a territory 
when its citizens began to offer inducements to 
persons residing in eastern states and in Europe 
to join them. One of the outstanding enticements 
was the “salubrious climate” thought to have pre- 
ventive and curative - effects on consumption. 
Tremendous numbers of pamphlets recommending 
the climate of Minnesota for consumptives were 
printed in various languages and distributed 
widely in the eastern states, particularly New 
England, in Germany, Denmark, Norway, 
Sweden, Ireland and England. Soon consump- 
tives and their families were arriving by way of 
the Mississippi river by boatloads, and later by 
trainloads. Among the large number of immi- 
grants seeking cure from consumption in Minne- 
sota were persons destined to become great, such 
as Henry David Thoreau and Edward Livingston 
Trudeau. 

The blizzard of January 7, 1873, caused the 
Committee on Epidemics of the State Medical 
Association to announce briefly: “1. Minnesota 
air lost its vaunted prophylactic properties last 
winter and spring due to a very severe winter. 2. 
North and east winds from the Great Lakes were 
bad for consumptives.” 

Migration of consumptives to Minnesota began 
to decrease and by 1880, it was nearly over. 
Health seekers turned to the Southwest and 
Minnesota was almost forgotten in the rush to 
Arizona, Colorado, California and New Mexico. 
However, there were still thousands of con- 
sumptives and their families who had become 


Read before the Centennial Meeting of the Minnesota 
State Medical Association as part of a Symposium 
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permanent Minnesota residents and it seems 
probable that no one had escaped tubercle bacilli. 


State Board of Health 


With the influx of consumptives in addition to 
other diseases, Minnesota physicians were over- 
whelmed. Nevertheless they were alert and 
promptly developed everything of known value 
to aid in solving their-problems. They felt the 
need of an official organization to control con- 
tagious diseases and therefore presented a bill 
to establish a State Board of Health in 1872— 
the third in the nation. 

Since 1872 Minnesota has had a most efficient 
State Board of Health with particular interest 
in tuberculosis. It established a bacteriological 
laboratory in 1890. In 1892 it directed the first 
tuberculin testing in herds supplying milk to 
cities. In 1893 it offered tuberculin free of 
charge to local boards of health to be used by 
physicians and veterinarians in testing people and 
animals. In 1895 it began to make examinations 
of sputum for tubercle bacilli for physicians. In 
1906 it required reporting of all cases of tuber- 
culosis by attending physicians. In 1907 it 
required burial permits obtainable only on filing 
death certificates bearing the cause of death. 
Keeping a list of all reported cases of tuberculosis 
was begun in 1910. In 1918 a division of tuber- 
culosis was established but was soon abandoned. 
However, in 1937, a new division of tuberculosis 
was created which is still in operation. The same 
year the State Board began to offer tuberculin 
ready for administration, to all physicians of the 
state. In 1945 it began to make photofluoro- 
graphic surveys in various parts of the state. 

Since 1872, Minnesota has had only four 
executive secretaries of its State Board of Health. 
Dr. C. M. Hewitt served from the beginning until 
1897 ; Dr. H. M. Bracken, from 1897 until 1919; 
Dr. C. E. Smith from October, 1919, until 
October, 1920, and Dr. Albert A. Chesley for the 
past third of a century. Each of these four 
executive officers manifested great interest and 
became experts in tuberculosis control. Dr. 
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Chesley’s work in tuberculosis control is well 
known to all of us and we are agreed that no 
health officer anywhere or at any time has con- 
tributed more to the tuberculosis eradication pro- 
gram. 


Dissemination of Information 


Members of the medical profession early recog- 
nized that a well-informed public is essential for 
control and ultimate eradication of tuberculosis, 
therefore they recognized the need of organiza- 
tions composed largely of nonmedical citizens to 
disseminate information about tuberculosis every- 
where. The first organization of this kind was 
under the name, Anti-Tuberculosis Association of 
Willmar, in 1890. In 1903 the Associated 
Charities of Minneapolis established a Depart- 
ment of Tuberculosis. In 1906 a state organiza- 
tion was effected under the name, Minnesota 
Association for the Prevention and Relief of 
Tuberculosis. This is now known as the Minne- 
sota Tuberculosis and Health Association. Each 
of the eighty-seven counties of Minnesota now 
has such an organization, most of which are com- 
ponents of the State Tuberculosis and Health 
Association. In the entire history of the state 
there has been no public health education program 
that has remotely approached in effectiveness that 
of these tuberculosis associations. These county 
organizations work in close co-operation with 
their local medical societies, and the State Tuber- 
culosis and Health Association works in harmony 
with the Committee on Tuberculosis of the State 
Medical Association, 


The funds for the operation of these various 
county associations are derived largely from the 
sale of tuberculosis Christmas Seals. This method 
of raising funds was introduced in Minnesota in 
1908. It has increased in popularity so the total 
gross income to the eighty-seven counties was 
$712,476.86 in 1952. The percentage retained by 
each county depended upon the amount of effort 
required by local workers to raise the fund. In 
the three large counties where paid full-time staffs 
were employed, a much larger percentage was 
retained than in areas where the State Association 
did the bulk of the fund-raising work. In the 
state as a whole, 64 per cent was retained in the 
counties, 30 per cent was allocated to the operation 
of the state work, and 6 per cent was sent to the 
National Tuberculosis Association. 
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To one who has not analyzed the cost of tuber- 
culosis in Minnesota, $712,476.86 seems like a 
large sum. However, it is a mere pittance when 
compared to over $8,000,000 expended in the 
operation of our sanatoriums alone in 1952. Thus 
the gross receipts from the sale of Christmas 
Seals in 1952 would be adequate to operate our 
sanatoriums slightly more than one month. When 
one includes the other costs of tuberculosis to 
the state, the amount of money raised and ex- 
pended by the tuberculosis associations becomes a 
relatively small part of the total. 

The Christmas Seal Sale fund has always been 
intended to promote educational work and was 
in no small way responsible for the building of 
sanatoriums, establishment of county public health 
nursing services and all of the other activities 
that have resulted in Minnesota’s accomplish- 
ments. Its educational value is also indicated by 
the fact that per capita Minnesotans buy more 
Christmas Seals than any state except Delaware. 
As executive secretary for almost thirty years, 
Dr, E. A. Meyerding has developed this organiza- 
tion so it is recognized as the most outstanding 
Tuberculosis and Health Association in America. 


Building and Operation of Sanatoriums 


Through the leadership of H. Longstreet 
Taylor, Saint Paul, a campaign for construction 
and operation of sanatoriums was initiated in the 
early 1890’s. This resulted in a few private, one 
state, and fourteen county sanatoriums. In 
addition, there has been a Veterans Adminis- 
tration Tuberculosis Division since 1927. In the 
tax-supported sanatoriums there have been ap- 
proximately 2,500 beds available for tuberculous 
persons during the past quarter century. For a 
long time these beds were occupied for the most 
part by persons with contagious tuberculosis. 
Their isolation protected members of _ their 
families and communities against contagion. 
Thus the sanatorium has played a tremendous 
role in the control of tuberculosis in Minnesota. 
Physicians throughout the state deserve much 
credit for having so completely supported the 
sanatoriums. 


Tuberculosis in Animals 


Large numbers of tubercle bacilli were carried 
into Minnesota in the bodies of animals, par- 
ticularly cattle, and therefore serious economic 
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and public health problems were created. In 
1885 the control of tuberculosis among cattle 
became a responsibility of the State Board of 
Health. This state was fortunate in having as 
one of its citizens, Dr. Charles E. Cotton, a 
young veterinarian, who had participated in the 
first tuberculin testing of cattle in the United 
States in the vicinity of Philadelphia in 1892. 
Early in the 1890’s a tuberculin testing program 
was in operation in the vicinity of the Twin 
Cities and Duluth. In 1903 a State Livestock 
Sanitary Board was created and the responsibility 
for control of diseases among animals, including 
tuberculosis, was transferred to this Board. <A 
memorable event occurred in 1903, when the herd 
of C. R. Brackett near Minneapolis, was 
accredited as modified tuberculosis free. This was 
the first herd to be so accredited in the United 
States. 

In 1920 Dr. A. J. Chesley stated that there 
were 100,000 tuberculous cattle in Minnesota. 

Although a large volume of tuberculin testing 
of cattle was done in the first two decades of the 
twentieth century, it was not until 1923 that the 
State Livestock Sanitary Board in co-operation 
with the United States Bureau of Animal Indus- 
try adopted a statewide tuberculosis eradication 
program with the county as the unit. Those 
counties in which tuberculin testing of all cattle 
revealed 0.5 of 1 per cent or less reactors and 
those which reduced the incidence of reactors to 
this level were designated modified accredited 
tuberculosis-free areas. The first counties were 
so accredited in 1925. All counties of the state 
had been accredited by December 1, 1934, and 
thus the entire state was designated a modified 
accredited tuberculosis-free area. Although this 
important goal had been reached, veterinarians 
were cognizant of the fact that a large volume 
of work remained before the eradication goal 
could be attained. Therefore they have continued 
- periodic tuberculin testing of cattle and 
slaughter of reactors. 

In 1898 the Minnesota State Medical Associa- 
tion invited Dr. M. H. Reynolds, Chief of the 
Division of Veterinary Medicine, University of 
Minnesota, to read a paper on bovine tuberculosis. 
He called attention to the importance of the 
tuberculin test in locating all animals which had 
In 1902 Dr. Reynolds said: “I 


would like to see the medical men of Minnesota 


this disease. 
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take a very active interest in bovine tuberculosis.” 
As the years passed this desire was fulfilled, as a 
number of physicians supported the veterinarians’ 
tuberculosis eradication program wholeheartedly. 
In fact, William H. Feldman has represented the 
veterinary profession as ex officio member of the 
Committee on Tuberculosis of the State Medical 
Association since 1940, This is an exceedingly 
important relationship, since the bovine type of 
tubercle bacillus is highly pathogenic and 
causes great destruction in human tissues. This 
form of disease is contagious from animals to 
people, who in turn may pass it back to animals. 


Committees on Tuberculosis 


Although the reports of the State Medical 
Association and the State Board of Health 
abounded with reference to tuberculosis and its 
control, apparently it was not until 1894, that the 
president of the State Medical Association -ap- 
pointed a committee on tuberculosis. The next 
year this committee made an elaborate report and 
recommendations, many of which are good to this 
moment. 

No record has been found of the existence of 
a committee on tuberculosis during the first two 
decades of the twentieth century. Probably this 
was because the officials of the organization were 
under the impression that adequate tuberculosis 
work was being provided by the State Board of 
Health and newly formed organizations, including 
the State Tuberculosis Sanatorium Advisory 
Commission, the State Board of Control and the 
Association for the Study and Prevention of 
Tuberculosis, since all of these organizations were 
working in close co-operation with the medical 
profession. 

In 1924 a public health committee was ap- 
pointed by the State Medical Association, one of 
whose members was responsible for tuberculosis 
activities. This member served in a liaison 
capacity between the State Medical Association 
and the Minnesota Public Health Association. In 
1934 the Public Health Committee organized 
subcommittees, of which. one was tuberculosis. 
This subcommittee was made a regular scientific 
committee of the State Association in 1941 and 
has since held numerous meetings each year and 
presented an annual report to the House of 
Delegates. The presidents of the State Medical 
Association have appointed the membership of 
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WHEN TUBERCULIN TESTING IS COMPLETED 








TABLE I, COUNTIES READY FOR ACCREDITATION 
Aitkin Freeborn 
Anoka Goodhue 
Beltrami Grant 
Blue Earth *Houston 
Brown Isanti 
Carver *Jackson 
Cass Kanabec 
*Chippewa Kandiyohi 
Clay Kittson 
*Cottonwood *Lac qui Parle 
Crow Wing *Lake 
*Dakota *Le Sueur 
*Dodge *Lincoln 
Douglas *Lyon 
*Faribault McLeod 
Fillmore Mahnomen 


*Martin *Rock 
Meeker Roseau 
Mille Lacs Scott 
*Mower Sherburne 
*Murray *Sibley 

* Nicollet Steele 
*Nobles Swift 
Norman Todd 
*Olmsted Traverse 
Otter Tail Wabasha 
Pennington Wadena 
Polk *Waseca 
Pope Washington 
*Redwood Winona 
Renville Wright 
Rice Yellow Medicine 





*Already accredited. 


the Committee in such a way that every organiza- 
tion in Minnesota having to do with tuberculosis 
as well as various groups in private practice were 
represented. This has made it possible for the 
Committee to study numerous tuberculosis prob- 
lems and projects and to make recommendations 
to the Council only after the most careful con- 
sideration of all tuberculosis groups concerned. 

On recommendation of the State Committee, a 
committee on tuberculosis was appointed in each 
of the’ thirty-four county and district medical 
societies in Minnesota. This was the first state 
to have tuberculosis committees in all of its 
societies. These committees consider various pro- 
posed projects for their respective counties and 
make recommendations to their societies. In this 
manner the local medical society keeps in close 
touch with and participates in the tuberculosis 
eradication movement. 


Statewide Control Program 


One of the first recommendations in 1940 was 
that the Medical Association develop a Minnesota 
statewide tuberculosis control program. It was 
recommended that physicians throughout the state 
employ standard fundamental procedures in diag- 
nosis, treatment and prevention. The tuberculin 
test was recommended as the first step in diag- 
nosis with x-ray inspection of the chest of all 
reactors, most detailed studies of those who 
presented shadow-casting lesions to determine 
etiology and treatment as indicated. It was also 
advised that all reactors without shadow-casting 
chest lesions be completely examined since 10 to 
15 per cent of clinical lesions are extrathoracically 
located. It was recommended that every possible 
support be given the sanatoriums so that con- 
tagious cases might be isolated promptly and 
retained as long as their disease remained con- 
tagious. 


SEPTEMBER, 1953 





It was felt that all surveys and other tuber- 
culosis work should be in co-operation with local 
medical societies and that insofar as its members 
are willing, as much of the work as possible be 
done by them. The famous Meeker County sur- 
vey initiated in 1941 was an excellent example. 
No physician or equipment was introduced from 
outside the county. 

It was requested that every physician make a 
tuberculosis center of his office and search care- 
fully for tuberculosis in each patient examined. 


Accreditation of Counties 


In 1940 the Committee on Tuberculosis de- 
veloped qualifications whereby counties might be 
accredited with reference to tuberculosis control. 
This was in co-operation with the State Board 
of Health and the State Executive office. To 
qualify for accreditation a county must have an 
average five-year mortality rate of ten or less per 
100,000 population. At least 90 per cent of all 
seniors in high schools must be tested with tuber- 
culin with not more than 10 per cent reactors. 
Lincoln was the first county to qualify and re- 
ceived its certificate on December 11, 1941. On 
April 20, 1953, Lyon was the twenty-fifth county 
to be accredited. 

The average mortality rate over the past five 
years ending in 1952, revealed that there were 
sixty-four counties in Minnesota with tuber- 
culosis mortality rates of 10 or less per 100,000. 
This low rate gives each of these counties the 
first qualification for accreditation. For those 
not already accredited, it only remains to ad- 
minister the tuberculin test to at least 90 per cent 
of the seniors in high school and to find that 
not more than 10 per cent react. These counties 
are listed alphabetically in Table I. 

Over the years the Minnesota Tuberculosis and 
Health Association has done the lion’s share in 
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publicizing the program throughout the state and 
aiding medical societies in their work of quali- 
fying for accreditation. If the physicians in the 
forty-two counties not yet accredited (Table 1) 
but with mortality rates of 10 or less per 100,000 
population will work closely and promptly with 
this Association in testing the seniors in high 
schools we could soon have sixty-four accredited 
counties. 

In twenty-three counties there is a mortality 
rate of more than 10 per 100,000, as listed in 
Table II. Several of these counties should have 
rates of 10 or less per 100,000 within two years. 

It now appears that within five years every 
county may have qualified for accreditation. 


Certification of Schools 


Minnesota physicians have supported the 
American School Health Association in _ its 
certification of schools program with reference 
to tuberculosis control work in progress. In fact, 
the first schools in the world to be so certified 
were in this state. The Minnesota Subcommittee 
on Tuberculosis (composed of three members of 
the State Medical Association) of the American 
School Health Association established qualifica- 
tions by which schools céuld be certified. These 
qualifications include tuberculin testing of 
children and personnel as well as x-ray film 
inspection of the chests of all adults, including 
high school students and personnel who react. 
Those who are found to have shadow-casting 
lesions are immediately examined to determine 
etiology. This is rapidly spelling the doom of the 
tuberculous teacher, bus driver, janitor and other 
personnel members who in the past have so fre- 
quently spread tubercle bacilli to the children as 
weli as fellow personnel. Our State Association 
can take great pride in the fact that already more 
than 1,500 schools have been granted certificates 
which are displayed on their walls. Many more 
schools are about ready to qualify and it now 
appears that within five years practically every 
school in the state will be certified with reference 
to tuberculosis work in progress. 


Tuberculous Mentally Ill and Prisoners 


Institutions for the mentally ill and the prisons 
were long infested with tuberculosis. Others con- 
tracted the disease there. Many persons entered 
these institutions with tuberculosis already estab- 
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TABLE II. COUNTIES NOT YET QUALIFIED FOR 
ACCREDITATION BY MORTALITY RATE 
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lished and contagious. The State Medical Associa- 
tion has offered every possible support to this 
problem with the result that nearly all mentally 
ill tuberculous persons are now housed in the. H. 
A. Burns Memorial Unit at the Anoka State 
Hospital where they are receiving the most 
modern treatment, including chemotherapy and 
surgery. Excellent work is being done to control 
contagion. 

Incorrigible and recalcitrant tuberculous per- 
sons still constitute a serious problem. They 
cause sanatorium management and the patient 
body a great deal of trouble. They leave -institu- 
tions against advice and disseminate turbercle 
bacilli wherever they go. For many years the 
Committee on Tuberculosis of the State Associa- 
tion has strongly recommended that provision be 
made for incarceration of such individuals. 
Though sincere efforts have been made, the prob- 
lem has not been adequately solved. There is 
now the possibility of satisfactory facilities being 
provided at the Anoka State Hospital in conjunc- 
tion with the H. A. Burns Memorial tuberculosis 
unit. 


General Hospitals and Tuberculosis 


Until recently many tuberculous persons were 
admitted to our general hospitals, both private 
and public, for various well diagnosed conditions 
who also had unsuspected contagious tuberculosis. 
They disseminated tubercle bacilli to fellow 
patients and personnel, including students of 
nursing and medicine. Since 1940, the Com- 
mittee on Tuberculosis of the State Medical 
Association has strongly recommended that each 
hospital in Minnesota require a careful exami- 
nation for contagious tuberculosis of every ad- 
mission, and that pre-employment examinations 
be required of personnel, and persons be 
examined periodically while in the employ of an 
institution. This had already been in effect with 
remarkable success in a few hospitals, including 
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that of the University of Minnesota since 1936. 
St. Joseph’s hospital, Saint Paul, was the first 


private institution to establish such routine, 


examinations on a permanent basis. This was 
done in 1951. At this moment a sizable number 
of hospitals have adopted such a program and it 
now appears that within a year or so it will be 
routine in every hospital in Minnesota. 

Since tuberculosis has become compensable, 
no hospital can afford to neglect routine examina- 
tions of entering patients and members of per- 
sonnel. The State Association has long contem- 
plated and probably soon will issue certificates of 
recognition of accomplishment of this activity 
which can be displayed by the institution. 

Every institution that has adopted this routine 
procedure has found it profitable in bringing to 
light not only unsuspected cases of tuberculosis, 
but other previously unknown diseases such as 
malignancy. It now appears that Minnesota may 
be the first state to have this routine procedure 
adopted by all of its hospitals. 

Since the tuberculin reaction is a more delicate 
criterion of the presence of tuberculosis than 
the x-ray film, every person entering a hospital 
should have the tuberculin test administered. It 
is important that every patient as well as his 
physician knows whether his body harbors 
tubercle bacilli as manifested by the tuberculin 
reaction. If so, he is a potential case of clinical 
tuberculosis despite the clarity of his chest by 
x-ray film at the moment. He should be warned 
of this potentiality and advised to be examined 
periodically in order that any lesion destined to 
evolve to gross proportions may be found while 
in the “silent stage.” 

It is also important that the tuberculin reacting 
status of all employes be known. Therefore the 
test should be administered as a part of the pre- 
employment examination and periodically there- 
after for those who do not react. All reactors 
should have x-ray film inspection of the chest 
and complete examination each six months. This 
is the only satisfactory method of determining 
whether employes become initially infected with 
tubercle bacilli during their period of employ- 
ment. Knowledge of the reaction to tuberculin 
determined on pre-employment or thereafter is 
of great value in determining liability in event of 
litigation. It is also important from the ‘stand- 
point of the patient who may claim the hospital 
is liable for having transmitted infection. 
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Phenomenal Accomplishment 


In no place or time in the history of the world 
has the result of efforts against tuberculosis been 
as phenomenal as in Minnesota. The rapidity 
with which this accomplishment has been achieved 
is almost unbelievable. Veterinarians and their 
allies have almost eradicated tuberculosis from 
the cattle herds. They have reduced the incidence 
of infected cattle to 0.02 per cent. Thus only one 
in 5,000 cattle reacts to the tuberculin test. The 
search for the infected bovine is almost like 
that for the proverbial needle in a haystack. As 
the disease was practically driven from cattle, 
there was a. corresponding decrease in mortality, 
morbidity and tuberculous infection among 
people. 

When the Gillette Hospital for Crippled Chil- 
dren was constructed and for some time there- 
after, it is said that approximately one-half of all 
the crippling among children and young adults 
of this state was due to tuberculosis. Now it is 
estimated that only about 3 per cent of such 
crippling in these age periods is due to this 
disease. Tuberculosis of the cervical lymph 
nodes once so prevalent has now become 
relatively rare. There is good reason to believe 
that the practical elimination of the bovine type 
of tubercle bacillus from the environment of 
children and young adults has played an im- 
portant role in the rapid and marked decrease of 
these forms of tuberculosis. In _parts of the 
world where tuberculosis has not been well con- 
trolled among animals, 50 per cent or more of 
the cases of tuberculosis of the skin and cervical 
lymph nodes are due to the bovine type of 
bacillus. This is also true of 20 per cent of the 
cases of bone and joint disease as well as organs 
of the genitourinary system and 25 per cent of 
acute fatal forms, including meningitis and 
miliary disease. In Minnesota it has become rare 
for persons to become infected through associa- 
tion with or by consuming the products of cattle. 
There is much greater likelihood of cattle be- 
coming infected from people. A considerable 
number of such cases have already been reported. 
Thus by almost eradicating tuberculosis from the 
cattle of this state veterinarians have nearly solved 
a large economic problem and tremendously re- 
duced the incidence of tuberculosis in people. 

Control of tuberculosis among people in Min- 
nesota has far exceeded the most pleasant dreams 
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and the fondest hopes of the pioneers of the ’90’s 
and the early 1900’s. Tuberculosis mortality in 
Minnesota reached its height in this century in 
1911 with 2,522 deaths, a rate of 119.7 per 
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age period died in 1916. In the age group 
twenty to forty-nine years, only fifty-nine persons 
‘died in 1952. Of the 205 deaths in Minnesota in 
1952, 139 (67.8 per cent) were fifty years or 
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Fig. 1. Deaths from tuberculosis in Minnesota in 1952. 


100,000 persons. With the educational cam- 
paigns, completion of the sanatorium programs, 
active and extensive participation of physicians 
in their offices, the veterinarians’ eradication 
campaign and other projects the mortality rate 
began to tumble. For the first time it reached 
less than 100 per 100,000 in 1919, less than 50 
in 1930, less than 25 in 1946, and precipitously 
declined to 6.6 with only 205 deaths in 1952. 

In this entire state of approximately 3,000,000 
people, only one baby died from tuberculosis in 
1952. This is in contrast to sixty-eight deaths 
among babies in 1916. From birth to fifteen 
years only six children died in this state in 1952 
in contrast to 275 in 1916, (Fig. 1) In the teen- 
age period (ten to nineteen years) only two died 
in the whole state in 1952; whereas 268 in this 
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older, and eighty-three of these were sixty-five 
or older. 

The majority of deaths from tuberculosis in 
Minnesota are occurring among persons in the 
later decades of life. These are the persons born 
in the ’70s, ’80s and ’90s, when tuberculosis was 
rife both among people and animals, and when 
few escaped invasions of tubercle bacilli. This 
generation has paid a terrible price. They filled 
the sanatoriums to capacity and provided a long 
waiting list for sanatorium beds. They died in 
large numbers. The survivors who are now fifty 
or more years old are still paying the price in 
illness and death. (Fig. 1) For the most part, 
they are falling ill and dying from the progeny 
of tubercle bacilli which entered their bodies prior 
to 1900 and which have since lurked there in 
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residual, necrotic and caseous lesions. Those 
under fifty have benefited by the protection 
afforded them from tubercle bacilli. This pro- 
tection has been continuously improved over the 
past fifty years so that it has approached the 
absolute for the children and young adults of 
this state. Hence death has become a rarity in 
this age period. 

Among the 139 persons who died from tuber- 
culosis in 1952 at the age of fifty or older, 106 
(76.3 per cent) were men. (Fig. 1) A similar 
preponderance of deaths among men has been 
observed throughout this country. The cause is 
not known. 

Over the five-year period ending in 1940, 
15,510 cases of tuberculosis among residents of 
Minnesota were reported to the Health Depart- 
ment. This was a case rate of 105.7 per 100,000 
population. During the five years ending in 1952, 
12,431 cases were reported, a case rate of 83.4 
per 100,000. Thus it appears that the number 
of cases has not decreased in proportion to the 
number of deaths. These figures are misleading 
since they are not entirely comparable for the two 
five-year periods. From 1936 to 1940 most 
persons reported as tuberculous had sought ex- 
aminations in the offices of their physicians and 
in clinics because of symptoms. During the 
1940’s, intensive statewide case-finding programs 
were in operation and have been continued, with 
the result that between 1948 and 1952 a large 
number of cases of tuberculosis’ were reported 
whose lesions were found in the presymptom 
stage. Obviously if the same case-finding effort 
had been in vogue between 1936 and 1940, 
numerous presymptom cases would have been 
found, which would have brought the total far 
beyond 15,510. Likewise if between 1948 and 
1952 only persons had been reported who had 
symptoms, the total number would have been far 
less than 12,431. Therefore there is good reason 
to believe that there has been a much more 
marked decrease in the case rate than the re- 
ported cases indicate. 

In this discussion factors which have been 
introduced since 1940 must be considered. One 
pertains to displaced persons who have developed 
clinical tuberculosis in considerable number; 
another to war veterans of World War II and 
the Korean War. A third factor is the precipitous 
decline in mortality since 1947, at least partially 
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due to suppressive effects of streptomycin, para- 
aminosalicylic acid and isonicotinic acid hydrazid. 
These drugs have caused mortality rates to 
decrease faster since 1947 than morbidity rates. 
The permanence of the effectiveness of these 
drugs has not yet been determined. 


A Gigantic Problem Lies Ahead 


Despite the phenomenal accomplishment in con- 
trolling tuberculosis, the most difficult part of 
the course to the eradication goal lies ahead. 
Tuberculosis is a contagious disease. Most of our 
work among people in the past has been devoted 
to gross lesions, relatively easily diagnosed but 
treated with limited success. The time has arrived 
when we must give more thought to the cause of 
tuberculosis and concentrate our efforts on the 
tubercle bacillus long before it has produced 
gross lesions detectable by x-ray shadows. 

Veterinarians have long known that tuber- 
culosis unmolested in cattle doubles itself every 
fifteen years. They have also long been aware 
of the fact that every animal that reacts 
characteristically to tuberculin regardless of ap- 
parent good health has tubercle bacilli-containing 
lesions and therefore is a potential disseminator 
of these organisms. Long ago they stopped 
seeking just the animals with evidence of clinical 
disease but sought diligently for all with tubercle 
bacilli in their bodies as manifested-by the tuber- 
culin test. 

Although the incidence of tuberculin reactors 
among cattle in Minnesota is now only one in 
5,000, veterinarians recognize that a tuberculosis 
problem still exists. Therefore they test the 
entire cattle population (about 3 million) with 
tuberculin every six years. They will not con- 
sider their job finished as long as they find a 
single reactor, Concerning this, A. G. Karlson, 
1).V.M., recently said: “An animal that reacts 
positively to the tuberculin test is properly con- 
sidered as a dangerous individual . . . In spite of 
the great advances in control there is a constant 
potential hazard as long as only a few infected 
animals exist.” 

Mortality and morbidity rates are not the best 
criteria of the tuberculosis problem. The only 
dependable criterion is the incidence of individuals 
who harbor tubercle bacilli since each such person 
is a potential case of clinical contagious tuber- 
culosis. The physicians of Lincoln and Lyons 
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counties with the co-operation and support of the 
Minnesota Tuberculosis and Health Association 
and the State Board of Health have recently con- 
ducted countywide demonstration surveys to deter- 
mine the incidence of persons who harbor tubercle 
bacilli as manifested by the tuberculin reaction. 
In each county it was found that approximately 
30 per cent of those tested were tuberculin re- 
actors. The percentage was exceedingly low 
among the children and young adults, but reached 
its height among the older persons who were not 
protected against tubercle bacilli of either the 
bovine or human type during their infancy and 
childhood. These individuals still carry residual 
tubercle bacilli-containing lesions. To keep these 
reactors examined with sufficient frequency so 
that those who develop clinical lesions will be 
found before they are ill or contagious con- 
stitutes a considerable task for the physicians of 
those counties. However, it is the only known 
method of eradicating the disease. This must be 
done in the remaining eighty-five counties in the 
state if we are to proceed as rapidly as possible 
toward the eradication goal. Tuberculosis will not 
be eradicated from Minnesota as long as a single 
tuberculin reactor remains. 

In addition to keeping the present tuberculin 
reactors under close surveillance all nonreactors 
should be tested with tuberculin periodically. We 
are in the dawn of the day when chemotherapy 


THE MINNESOTA MEDICAL PROFESSION AND TUBERCULOSIS—MYERS 


may actually sterilize the body of tubercle bacill; 
if administered sufficiently early after the initial 
invasion. When an individual converts to a re 
actor and for some time thereafter the lesions 
are usually small and vascular. A germicidal 
drug administered at that time might be expected 
to destroy all tubercle bacilli, whereas if one 
waits for lesions to become large and dense 
enough to cast x-ray shadows their vascularity 
has been so decreased that it may be difficult, if 
not impossible, for a drug in the blood stream to 
reach the tubercle bacilli in caseous and necrotic 
masses. 

Present-day diagnostic armamentarium makes 
it easy to find every person whose body contains 
tubercle bacilli. | Moreover, present-day thera- 
peutic armamentarium enables the physician to 
treat gross lesions about as soon as they become 
detectable by x-ray film inspection so successfully 
that they do not become contagious. 

The greatest danger of the Minnesota medical 
profession failing to attain the tuberculosis 
eradication goal is a sense of false security due 
to the marked decrease in mortality and morbidity. 
We have nearly reached the halfway mark. The 
remainder of the way to the eradication goal is 
long, tedious, and difficult, but I have full con- 
fidence that it will be reached by the Minnesota 
medical profession and its allies. 





MALE STERILITY 


(Continued from Page 937) 


showing more and more interest in the results 
of such studies when selecting families for home- 
less children. 

For the busy practitioner, plagued with male 
sterility problems, it is recommended that at least 
one carefully executed sperm count be done, and 
delay specific classification of a patient until re- 
peated counts are done. Since reliable spermato- 
genic drugs are not available, medication given 





for psychic or tonic value should not be con- 
tinued too long, for if one partner is sterile, and 
adoption could be considered, the earlier the 
hetter for the couple concerned. Avoid prognosis, 
inasmuch as extreme oligospermia may be cap- 
able of causing pregnancy. Psychosomatic fac- 
tors are also assuming ever greater importance, 
and should be mentioned when discussing the 
problem with a childless couple. 
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EXTRAPULMONARY INTRATHORACIC TUMORS 


Clinical Manifestations and Surgical Treatment 


STUART W. HARRINGTON, M.D. 


Rochester, Minnesota 


I AM PLEASED to discuss with you some of 

the clinical and surgical considerations of in- 
trathoracic tumors as I have been interested in 
the surgical treatment of these lesions for more 
than twenty-five years. In this paper I will dis- 
cuss primarily extrapulmonary tumors. The first 
tumor of this type which I removed surgically was 
in 1925. In this paper I am reporting on the 
series of 212 patients on whom I have operated 
for this type of tumor to the present time. Dur- 
ing the period covered, knowledge of the different 
histologic types of tumor that occur within the 
thorax, methods of establishing a diagnosis and 
methods of treatment have improved markedly. 
However, even though all of the present methods 
of diagnosis are utilized, these tumors still present 
many problems in regard to the establishment of 
a definite clinical diagnosis and the determination 
of the type of treatment to be instituted. 

Early recognition of these growths before they 
have made serious inroads on the patient’s gen- 
eral condition has been of inestimable aid to their 
surgical removal and to the final result. Study 
of proved cases of intrathoracic extrapulmonary 
tumors has given a different conception of the 
type of lesion found in the thorax and of the 
prognosis than was held formerly. The older 
belief was that most intrathoracic growths were 
malignant and that only conservative treatment 
was justified because surgical treatment was a 
hazardous procedure. The lack of response of 
many of these tumors to conservative treatment 
encouraged surgical intervention with a view to 
complete removal of the growth, and the marked 
advancement in surgical technique has made 
operative removal a relatively safe procedure. 
Microscopic study of the lesions removed has 
shown that a large percentage of intrathoracic 
tumors .are benign. 

The incidence of these growths is probably no 
greater now than it has ever been. However, 
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interest in the diagnosis and treatment of these 
tumors has increased in recent years because 
their presence is being recognized more fre- 
quently. One of the principal reasons for this 
more frequent recognition is the present use of 
routine roentgenographic examinations of the 
thorax, regardless of whether or not the patients 
present symptoms which are referable to the 
thorax. 

For many years the medical profession has 
carried out roentgenographic examinations on 
patients who seek medical attention for some 
definite complaint but only in recent years has 
it been done as a routine diagnostic procedure on 
mass groups of people who have no definite com- 
plaint. When an abnormal condition which is 
indicative of the presence of a tumor is shown 
in a routine roentgenogram, it is important that 
complete roentgenologic and physical examina- 
tions be made to determine the type of lesion. 


All intrathoracic tumors should be considered 
potentially malignant. The increased number of 
benign tumors seen in recent years is due to early 
recognition and their removal before they have 
undergone malignant change. Tumors that re- 
main benign often attain great size and may 
cause death from mechanical pressure on the 
important structures in the thoracic cavity which 
are adjacent to the tumor. Because of the 
potential malignant character of these tumors and 
their close proximity to the important structures 
contained within the thorax, it is of paramount 
importance that tumors in this region be recog- 
nized early and that treatment be instituted im- 
mediately before the growth has become malig- 
nant and metastasized or has caused serious and 
permanent injury from pressure to the vital 
structures within the thorax. 


Anatomic Situations 


From a study of the types of tumor in which 
the diagnosis has been proved by histologic ex- 
amination of surgically removed tissue, it has 
been found that the position of the tumor in the 
thoracic cavity is of great value in suggesting 
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the type of tumor present, for certain types of 
lesions are more likely to occur in certain locations 
than in other locations. 


TUMORS—-HARRINGTON 


tinal lymph nodes or hilum of the lung, tumors 
of the esophagus, mediastinal cysts and occasion- 
ally bronchogenic cysts. 





Fig. 1. Neurofibroma of left vagus nerve and left recurrent laryngeal nerve in a man aged 
forty-five years. Chief and only symptom was husky voice of four years’ duration. Examina- 
tion of vocal cords showed paralysis of left cord. a. On admission: rounded tumor at anterior 


mediastinum extending above arch of aorta. 


After artificial pneumothorax with collapse 


of left lung for better visualization of the tumor on, and extending above the arch of the 
aorta (roentgenoscopic examination revealed transmitted pulsation). 


Anterior Portion of the Thorax.—In a general 
way, it may be stated that the types of tumors 
most frequently encountered in the anterior part 
of the thorax are the various types of teratoid 
neoplasms, entodermal and _ ecto- 
but these tumors also 
occasionally occur in the posterior mediastinum. 
(ther frequently found in_ the 
anterior part of the thorax are thymic tumors, 
cystic tumors, 


mesodermal, 
dermal (dermoid cysts), 


lesions most 


fibromas, intrathoracic 
adenomatous thyroids and various types of con 


lipomas, 


nective tissue tumors. 

Posterior Portion of the Thorax.—The tumors 
inmost commonly located in the posterior portion 
of the thorax are perineural fibroblastomas, such 
as neurofibromas from the thoracic spinal root 
nerves. These tumors may extend through inter- 
vertebral foramina into the spinal cord and are 
often called “dumbell” or “hourglass” tumors. 
Perineural fibroblastomas also may occur along 
the course of the intercostal nerves in the lateral 
portion of the thoracic wall. The posterior medias- 
tinum also contains the sympathiconeurofibromas 
and gangliomas. Other lesions found in this 
region are granulomatous lesions of the medias- 
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Middle of the Thorax.—The lesions most com- 
monly seen in the middle of the thorax are the 
lesions of the great vessels, cardiac lesions, 
Distinction of 
lesions in this location require the greatest care 


aneurysms and lymphoblastomas. 


from a surgical standpoint, because many of them 
are not amenable to surgical treatment although 
some can be treated surgically. 


Superior Portion of the Thorax.—Distinction 
of tumors of the superior part of the thorax often 
is difficult (igs. 1 and 2) because they frequently 
fill the entire space, so that it is difficult to deter- 
mine the relationship to the surrounding viscera. 
The tumors most commonly located in this region 
are thymomas, intrathoracic goiters, neuro- 
aneurysms, cystic lymphangiomas, 
cystic azygos lobes as well as tumors of the upper 
lobe of the lung (sulcus tumors). 


blastomas, 


Lower Portion of the Thorax.—The lesions 
most commonly found in the lower part of the 
thorax above the diaphragm are cystic or solid 
tumors associated with the pericardium, tumors or 
diverticula of the lower part of the esophagus and 
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lesions of the diaphragrn which may simulate 
intrathoracic tumors. These consist of tumors of 
the diaphragm, subcostosternal hernias (foramen 


— 


Fig. 2. 


of Morgagni) containing omentum only, or 
hernias of the liver through the dome of the right 
side of the diaphragm. 


Roentgenologic Factors 


When an abnormal condition which is indi- 
cative of the presence of a tumor is shown in a 
routine roentgenogram, it is important that com- 
plete roentgenologic and physical examinations be 
made to determine the type of lesion. This should 
be done regardless of whether or not the con- 
dition has caused any symptoms because early 
diagnosis and immediate institution of treatment 
are of the utmost importance in the treatment of 
these tumors. 

From a roentgenologic standpoint, it must be 
kept in mind that many different types of tumor 
in various locations in the thorax and medias- 
tinum have similar roentgenologic manifestations, 
and a definite diagnosis often cannot be estab- 
lished even after utilization of all the different 
roentgenologic means, such as roentgenoscopy, 
angiocardiography and examination of the 
esophagus and stomach after the patient has in- 
gested barium, to rule out the possibility of a 
lesion of, or impingement on, these structures. In 
many instances after utilization of all methods of 
thoracic diagnosis, such as bronchoscopy, esopha- 
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goscopy, examination of sputum for malignant 
cells or organisms and so on, a definite pre- 
operative diagnosis cannot be established. 





Same case as in Figure 1. a. At operation: left transpleural complete removal of the tumor of left 
vagus and left recurrent laryngeal nerves. b. Three weeks after operation. c. Neurofibroma measuring 6.5 by 3.5 
by 3 cm. Small portion of the normal vagus nerve in upper pole of tumor. 


Symptoms 


One of the important features of extra- 
pulmonary intrathoracic growths is that they may 
cause no symptoms. The absence of symptoms is 
rather common for benign lesions and also for 
early malignant lesions. However, many of these 
lesions do present some clinical manifestations 
and the symptoms, when present, vary depending 
on the type of intrathoracic tumor as well as on 
the duration and location of the tumor in the 
thorax. 

Tumors situated in the anterior mediastinum 
as a rule cause more symptoms than those situ- 
ated in the posterior mediastinum, because of the 
small space in which they are confined and their 
proximity to the lung. This is true whether the 
lesion is benign or malignant. Pain is one of the 
most important symptoms of these growths. 
Anterior mediastinal tumors usually are accom- 
panied by pain, whether they are benign or malig- 
nant, but the pain of benign tumors is of a 
different character and is never so severe as that 
associated with malignant lesions. 

When the lesions are benign, the patients have 
a sense of pressure beneath the sternum, usually 
associated with dyspnea and cough on physical 
effort. These symptoms are progressive and are 


955 








EXTRAPULMONARY INTRATHORACIC TUMORS—HARRINGTON 






unit reported tumor in right lung. a. 


Fig. 3. Fibrous mesothelioma from parietal pleura of right posterior part of chest wall in a woman fifty-three 
years of age. Chief complaint was dyspnea of nine months’ duration. Two years previously mobile x-ray 
On admission: extensive right pleural effusion. b. and c. After pleura- 


centesis ; 1,800 cc. of clear fluid removed; large posterior tumor in right mid lung field. 





Fig. 4. Same case as Figure 3. a. Fibrous mesothelioma measuring 
10.5 by 9 by 6 cm. from the parietal pleura of the right side of 
the thorax. b. Following complete transpleural removal of tumor. 
Right lung fuily expanded. No pleural effusion. 


associated with, and augmented by, inflammatory 
lesions of the respiratory tract. These tumors are 
commonly diagnosed at first as pulmonary or 
pleural lesions, such as pleurisy, pneumonia or 
influenza. When anterior mediastinal tumors are 
malignant, the pain is usually more severe; at 
first it occurs periodically and is noted mostly 
at night. It gradually becomes more or less con- 
stant until sedatives are required for relief. 
Posterior mediastinal tumors may be benign or 
malignant. Benign tumors in this location are 
the most silent tumors that occur within the 
thorax. The outstanding clinical features are 
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relatively few, and only mild symptoms may be 
associated with large growths, for these tumors 
may fill practically the entire hemithorax without 
producing any marked symptoms other than 
dyspnea on exertion (Figs. 3 and 4). In some 
instances neurologic symptoms consisting of vary- 
ing degrees of paralysis are associated with 
tumors in this region particularly when tumors 
are neurogenic, such as dumbbell tumors which 
extend into, and cause pressure on the spinal 
cord, or gangliomas which are common in the 
superior mediastinum and may cause Horner’s 
syndrome or anhidrosis. When. tumors situated 
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in this region are malignant, or have undergone 
malignant change, relatively small growths are 
associated with severe pain; the patient’s chief 
complaint then is of the pain. 

Dyspnea and other clinical manifestations are 
usually more marked when the tumor is situated 
in the superior mediastinum, because in this 
region the growth not only produces pressure 
on the lung itself, but in many instances it causes 
direct pressure on the large bronchi and on the 
hilus of the lung; at times, also, it exerts pressure 
on the trachea and thus causes marked inter- 
ference with respiration, particularly on exertion. 
These tumors also may compress the esophagus 
causing difficulty in swallowing. 

The clinical manifestations of intrathoracic 


‘tumors are often meager and rarely pathog- 


nomonic, although when present, they are of 
value when correlated with the roentgenologic 
findings in the establishment of a final diagnosis 
and in the selection of the type of treatment. Even 
after correlation of the results obtained by ap- 
plication of all the modern diagnostic methods for 
thoracic lesions, it is often impossible to deter- 
mine clinically the type of lesion that is present 
or whether the tumor is benign or malignant. 


Surgical Indications and Procedures 


Extrapulmonary intrathoracic lesions for which 
surgical treatment is advisable may be divided 
into two groups from a clinical standpoint: (1) 
those that are causing symptoms, and (2) those 
that are not causing symptoms and are found on 
routine roentgenologic examination. For the first 
group, surgical treatment is a generally accepted 
tenet and when indicated should be carried out 
without delay. Concerning the second group, 
there may be some difference of opinion as to 
whether surgical treatment is indicated immedi- 
ately or whether the patient should be kept under 
observation. This latter group presents one of 
the more important problems associated with intra- 
thoracic lesions at the present time because of the 
relatively frequent finding of symptomless lesions 
on routine roentgenographic examinations. Each 
lesion must be dealt with individually ; the manner 
depends on the findings. 

Every effort should be made to establish a 
definite clinical diagnosis but in many instances 
this cannot be accomplished. When the roent- 
genographic findings are those of an indeterminate 
lesion which cannot be differentiated from a 
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malignant lesion, I believe that exploratory 
thoracotomy should be performed and tissue 
should be removed for histologic diagnosis. The 
risk of exploratory thoracotomy is very small 
owing to the marked improvement in technical 
surgical methods and preoperative and _post- 
operative measures, and, in my opinion, is much 
less than would be associated with delaying treat- 
ment for a malignant lesion. In those cases in 
which exploratory operation is required to estab- 
lish a diagnosis, if the lesion is found to be a 
surgical condition, the complete operation indi- 
cated should be carried out at that time. 


The methods of approach to, and the types of 
operative procedures for, extrapulmonary intra- 
thoracic growths depend on the site of the tumor, 
its extension within the thoracic cage and the 
presence of complications which may have been 
produced by the growth. In each case the surgical 
procedure must be selected individually on the 
basis of the indications. A few general principles 
apply in all cases. Some of the more important 
are the selection of the location and method of 
approach through the thoracic wall which will 
give the greatest exposure of the tumor with the 
minimal amount of trauma and removal of normal 
structures of the thoracic wall. These are neces- 
sary so that at the completion of the operation, 
the thoracic wall can be reconstructed completely 
in order to restore the normal relations of the 
thoracic viscera and give the minimal amount of 
deformity of the wall. 


The more important factors related to removal 
of the tumor are early operation, complete re- 
moval of the tumor at the time of operation and 
repair of any damage to surrounding structures 
which may have been caused by the presence of 
the tumor or its removal from these structures. 


As said before, the approach to intrathoracic 
tumors varies according to their location. Tumors 
located anteriorly may be approached through the 
anterior or posterior wall of the thorax. I prefer 
the posterior approach, particularly when the 
tumor projects into either pleural cavity. The 
posterior approach gives much greater exposure 
than the anterior approach, and it permits dis- 
section under direct vision of the tumor from the 
important structures to which it may be ad- 
herent. These usually are the heart, the great 
vessels and the lungs. Furthermore, any injury 
to these structures caused by the tumor or opera- 
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tive procedure can be detected and repaired im- 
mediately. 

If the tumor is small and is confined to the 
anterior or superior mediastinum, or if it has 
ruptured into the lung anteriorly, the growth may 
be more accessible if approached anteriorly. This 
may be achieved by splitting the sternum or re- 
moving the cartilage and turning back the wall 
of the thorax. In some instances such tumors can 
be removed extrapleurally through an anterior 
type of incision, whereas the operation is trans- 
pleural when the posterior approach is used. 

For tumors situated in the posterior portion of 
the thorax, a posterolateral incision is made 
around the vertebral border of the scapula. The 
entrance into the thoracic cavity is made by 
partial resection of one rib, over the most central 
portion of the tumor and when greater exposure 
is required, resection of Z cm. of the ribs above 
and below is usually adequate to permit removal 
of even very large tumors. 

Tumors situated in both the posterior medias- 
tinum and spinal cord are removed after posterior 
mediastinotomy and laminectomy. This operation 
may be done in one or two stages. If the tumor 
is removed in two stages, the intraspinal portion 
of the tumor should be removed first after 
laminectomy to minimize the danger of permanent 
damage to the spinal cord from pressure caused 
by edema of the tumor or hemorrhage into the 
spinal canal. The mediastinal portion of the 
tumor usually can be removed by posterior 
mediastinotomy and excision ten to fourteen days 
later. The two-stage procedure is usually indi- 
cated when the mediastinal portion of the tumor 
is large because collapse of a large amount of 
lung and other intrapleural complications may 
greatly increase the operative risk. 

When the mediastinal portion of the tumor is 
small, the two procedures may be done at one 
time through two separate incisions. The 
laminectomy is done first to expose the intra- 
spinal portion of the tumor and then posterior 
mediastinotomy is done with complete removal of 
both portions of the tumor through the medias- 
tinum. This one-stage procedure is preferable in 
selected cases because any possibility of leaving 
a portion of the tumor is avoided, hemostasis can 
be more accurate, and in some cases the mediastin- 
al portion of the tumor can be removed extra- 
pleurally. 
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EXTRAPULMONARY INTRATHORACIC TUMORS—HARRINGTON 


The most inaccessible intrathoracic tumors are 
those located in the upper portion of the thoracic 
cavity between the first and the sixth ribs 
posteriorly, because these ribs are covered by the 


scapula. Tumors located posteriorly and some 
located anteriorly can be satisfactorily removed 
after elevation of the scapula and posterior re- 
moval of the fourth rib (Figs. 5 and 6). 


After the tumor has been removed completely, 
any injury to surrounding structures should be 
repaired and all bleeding points should be ligated 
carefully. Any raw surface produced by removal 
of the tumor should be covered as much as 
possible with pleura. The pleural cavity is then 
irrigated with physiologic saline solution to re- 
move any particles of- tissue or blood clots, the 
lung is fully inflated by increasing the positive 
pressure, and 240,000 units of penicillin is placed 
in the pleural cavity. Then the incision is closed. 
The pleural cavity is drained by airtight or closed 
type of drainage with a 22 French catheter and 
application of gentle suction to the catheter. In- 
stitution of closed drainage is usually through 
the posterior portion of the periosteum of the 
rib which has been resected or if this is not an 
adequate position for drainage of the pleural 
cavity, a closed type of intercostal drainage is 
instituted posteriorly through the eighth inter- 
space. In this way the bloody serum, which may 
collect after removal of intrathoracic lesions, is 
drained. The immediate drainage of this bloody 
serum permits rapid and complete re-expansion 
of the lung. Drainage rarely continues for more 
than forty-eight or seventy-two hours at which 
time the drainage tube may be removed. 

Respiratory difficulty is the most serious im- 
mediate complication after operation and should 
be relieved entirely before the patient is taken 
from the operating room. The trachea and bronchi 
should be aspirated through the intratracheal 
tube before it is removed. If excessive mucus is 
present, bronchoscopic aspiration should be per- 
formed before the patient is removed from the 
operating room. Roentgenograms of the thorax 
and upper part of the abdomen should be made 
while the patient is still on the operating: table; 
exposed films should be developed immediately 
and read before the patient is removed from the 
operating room. If roentgenograms of the thorax 
show evidence of pulmonary congestion or collapse 
of the lung, immediate measures should be taken 
to correct the condition, and further roentgeno- 
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grams should be taken and read before the patient 
is returned to his hospital room. 
It is most essential not to remove the patient 
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ki 


the anesthesia and the cough reflex is established. 
This is rarely necessary but in some cases in 
which the lung has been more or less collapsed 





Fig. 5. Intrathoracic adenomatous thyroid in a man, aged sixty-four years. No sub- 
jective symptoms. Tumor found on routine roentgenographic examination. No enlargement 
of the thyroid in the cervical region. No previous thyroidectomy. a. and b. On admission: 
rounded tumor in right upper part of midthorax (roentgenoscopic examination revealed 
tumor in right upper part of midthorax which moved with swallowing). 





Fig. 6. Same case as Figure 5. a. At operation showing large intrathoracic adenomatous 
thyroid in the upper part of the posterior mediastinum above the azygos vein and lateral 
to the superior vena cava and extending posteriorly under both vessels. The tumor was 
attached to trachea and right upper lobe bronchus. Complete transpleural removal of 
tumor. b. Ten days after operation. Thickened pleura at site of tumor in upper posterior 
mediastinum and at the right base. Lungs fully inflated, 


irom the operating room until the bronchi are 
entirely clear of mucus, and on some occasions it 
may be advisable to keep the patient in the 
operating room until he has fully recovered from 
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by the tumor for a long time, it does not re- 
expand readily after removal of the growth. In 
many cases the pulmonary congestion can be 
minimized greatly if the lung is not permitted 
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to remain collapsed for more than ten to fifteen 
minutes at one time during removal of the tumor. 
After being collapsed for this period, the lung 
should be fully re-expanded for three or four 
minutes to re-establish aeration and circulation 
of the blood before it is permitted to collapse 
again and removal of the tumor is continued. 

If the roentgenograms of the upper part of 
the abdomen show dilatation of the stomach with 
gas, which not infrequently occurs when positive 
pressure is employed for the anesthesia, this 
should be relieved immediately by insertion of an 
indwelling stomach tube and application of suction 
to it. This tube may be removed after the 
accumulated gas has been removed or it may be 
left for a few days during the patient’s immediate 
convalescence to remove any gastric secretions 
and to prevent vomiting. If this gas is permitted 
to remain in the stomach, it may cause acute 
dilatation. 


Series Studied 


In the series of 212 intrathoracic extra- 
pulmonary lesions which I have operated on from 
1925 to 1953, the classification of the tumors based 
on a histopathologic study of the lesions as is 
shown in Table I, is as follows: Fifty-eight were 
neuroblastomas. Forty-nine of these were located 
in the posterior mediastinum. Six of these forty- 
nine were both posterior mediastinal and intra- 
spinal tumors, so-called dumbbell or hourglass 
type of neurofibromas. Five of the fifty-eight 
neuroblastomas were in the posterosuperior 
mediastinum, three were in the anterior medias- 
tinum and one was situated in the lateral wall of 
the thorax. Three of the fifty-eight neuro- 
blastomas were malignant. 

Twelve of the tumors in the entire series were 
various types of fibromas of which seven were 
malignant and were designated as “sarcomatous.” 
Roentgenologic findings and location of these 
tumors in the posterior mediastinum suggested 
a clinical diagnosis of probable neurofibroma. 

Forty-three of the entire series were teratoid 
tumors. Thirteen were of the dermoid type of 
teratoma in which the predominant tissue was 
ectoderm. In these cases the epidermis lined the 
tumor, and the teratoma in one was of such high 
degree of organization that it was termed a “fetal 
parasite.” This tumor was covered with epidermis. 
Forty-one of these teratoid tumors were situated 
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TABLE I. INTRATHORACIC TUMORS 











Extrapulmonary 
‘umors 
Neuroblastomas: 
(50 neurofibromas; 6 dumbbell; 3 or 5.1 per cent 
malignant. 5 ganglioneuromas; 3 sympathi- 
coneurofibromas) 58 
Cellular fibromas: (7 or 58 per cent malignant) 12 
Teratomas: (6 or 14 per cent malignant; 13 der- 
moids) 43 
ysts: 
Mediastinal (12 celomic; 20 endothelial; 4lymph- 
angioma) 36 
Bronchogenic 5 
Thymomas: (5 or 25 per cent malignant) 20 
Thoracic adenomatous thyroids 16 
Hemangio-endotheliomas 8 
Granulomas 5 
Hamartomas 1 
Lipomas 4 
Mesotheliomas 2 
Calcareous hematomas 2 
Total 212 








in the anterior part and two in the posterolateral 
portion of the thorax. Six of the teratoid tumors 
had undergone malignant change. 

Thirty-six of the extrapulmonary tumors were 
cysts of the mediastinum. Of these, twelve were 
celomic or pericardial cysts; twenty were en- 
dothelial cysts; four were cystic lymphangiomas. 
There also were five bronchogenic cysts. None of 
these cysts were malignant. Cystic tumors of the 
esophagus and leiomyomas of the esophagus 
which may simulate posterior mediastinal tumors 
are not included in this series. 

Twenty tumors of the series were thymomas 
and were situated in the anterior and superior 
mediastinum. 

Sixteen of the tumors were intrathoracic 
adenomatous thyroids; all were below the third 
rib anteriorly and one extended to the diaphragm. 

There were eight hemangio-endotheliomas ; 
five various types of granulomas in the middle 
and posterior mediastinum; one hamartoma, en- 
tirely extrapulmonary in the anterior medias- 
tinum ; four lipomas in the anterior mediastinum ; 
two mesotheliomas in the lower part of the 
thoracic cavity, one from the parietal pleura and 
one from the mediastinal pleura and two organ- 
ized calcareous hematomas in the anterior me- 
diastinum. 

In all of the 212 cases of extrapulmonary 
tumors, the lesions were removed by transcostal 
intrapleural or extrapleural operation and in the 
six cases of posterior mediastinal and intraspinal 
neuroblastomas of the dumbbell type, laminec- 
tomy and mediastinotomy were performed. 

There were seven operative deaths in the total 
series. Three of the patients who died had 

(Continued on Page 1004) 
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Laboratory Aids to Medical Practice 


Sponsored by 


The Minnesota Society of Clinical Pathologists 





ASPIRATION BIOPSY OF BONE MARROW 


Its Diagnostic Value 


GERTRUDE L. PEASE, M.D. 
Rochester, Minnesota 


SPIRATION biopsy of the bone marrow has 

become a relatively simple and safe proce- 
dure. Study of the morphologic changes in this 
organ may offer valuable information to the clini- 
cian. The aspiration and preparation of the 
material for examination should be done according 
to an acceptable technique and the interpretation 
of findings should be done by physicians trained 
in hematology. 


Laboratory tests done on peripheral blood in 
diseases affecting the hemopoietic system either 
primarily or secondarily may reveal one or more 
of the following conditions: anemia, leukopenia, 
lymphocytosis, monocytosis, thrombocytopenia, 
immature cells, normoblasts, rouleaux and eleva- 
tion of the erythrocytic sedimentation rate. When 
such clinical findings as indeterminate fever, 
adenopathy, hepatomegaly, splenomegaly, purpura, 
indeterminate thoracic lesions and bony lesions 
exist with one or more of the previously men- 
tioned laboratory findings and when a diagnosis 
cannot be established, morphologic alterations of 
the bone marrow may offer valuable information. 
With this information, the clinician may be able 
to establish a definite diagnosis, rule out certain 
diseases or obtain confirmation of a diagnosis that 
is fairly well established. Examination of the 
marrow may reveal changes or lesions not diag- 
nostic in themselves but of such nature that other 
lines of investigation are indicated. 

Among the findings in bone marrow that aid 
in the establishment of a definite diagnosis are the 
following : myeloma cells, lipid-storage cells char- 
acteristic of Gaucher’s or Niemann-Pick disease, 
metastatic carcinoma, L. E. cells (lupus erythema- 
tosus) and granulomatous lesions. The latter, as 


From the Section of Clinical Pathology, Mayo Clinic, 
Rochester, Minnesota. 
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will be mentioned presently, may be found in a 
number of conditions but if cultures of the mar- 
row, animal inoculation, and special stains for 
organisms are done, evidence of histoplasmosis, 
brucellosis or tuberculosis may be found. Bone 
marrow may be the only tissue easily available for 
study in such cases. 


Whenever splenectomy is being considered in 
the treatment of thrombocytopenic purpura or 
hemolytic anemia, studies of the bone marrow 
help in the exclusion of some underlying disease 
that may produce secondary thrombocytopenia or 
hemolysis. The presence of a leukemic process 
should be ruled out before splenectomy is con- 
sidered. 

Although the diagnosis of pernicious anemia 
may be fairly well established on the basis of 
clinical and peripheral blood findings, examination 
of the bone marrow offers ‘further confirmation. 
The typical textbook picture is not present in the 
peripheral blood in every case of pernicious 
anemia nor are all macrocytic anemias classified 
as pernicious anemia. Megaloblasts and hyper- 
segmented cells of the granulocytic series found 
in bone marrow confirm the diagnosis of perni- 
cious anemia. 


By common usage, the term “aplastic anemia’”’ 
has come to mean a condition associated with 
anemia, leukopenia and thrombocytopenia. Cer. 
tain drugs and toxic agents have played an im- 
portant role in the production of this anemia but 
bone marrow should be studied to rule out leukemia 
or other malignant processes before such a diag- 
nosis is made. 

The diagnosis of leukemia can be made in most 
instances from the clinical and laboratory findings, 
together with the morphologic changes in the pe- 
ripheral blood. Initial examination in some sub- 
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acute and acute leukemias may reveal leukopenia 
and relatively normal values for erythrocytes and 
platelets. Only an occasional immature cell may 
be noted in smears of the peripheral blood. Atypi- 
cal and immature cells occur in the peripheral 
blood of infants and children in a wide variety of 
disorders, and it is most important to rule out 
the possibility of leukemia in patients of this age 
group. 
only solution. 


Examination of bone marrow may be the 


Among lesions not always diagnostic in them- 
that other lines of 
investigation will be indicated are the granulomas. 
A report of the presence of a granuloma often 
comes as a complete surprise to the clinician 
because disorders characterized by granulomatous 
inflammation may simulate a number of diseases: 
Granulomatous lesions may be found in tuber- 


selves but of such a nature 


culosis, brucellosis, histoplasmosis, sarcoidosis and 
occasionally in malignant lymphoma. 

Lesions compatible with the diagnosis of malig- 
nant lymphoma have been found in bone marrow 
but usually biopsy of lymph nodes gives more 
adequate material for examination and diagnosis. 
Lesions typical of Hodgkin’s disease have been 
found occasionally in bone marrow when no other 
tissue was available for biopsy. 

Not all hematologic problems can be solved by 
study of aspirated bone marrow. If, however, a 
single aspiration gives negative results when the 
presence of a disorder of the hemopoietic system 
known to have a characteristic bone-marrow pat- 
tern is suspected, multiple sites should be used to 
obtain more material. It is occasionally impossible 
to obtain marrow by aspiration; in such cases, 
trephination is necessary to obtain a button of 
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bone with the contents of the marrow cavity. 
I’xamination of such material may reveal replace 
ment of marrow by fibrotic tissue or tumor cells. 


In summary, studies*of the bone marrow ar 
of value in the diagnosis of diseases affecting the 
hemopoietic system either primarily or second 
arily. The results may be of diagnostic signifi 
cance, of confirmatory importance or of value in 
the exclusion of blood dyscrasias. 


This is the eighth in a series of editorial reports 
sponsored by the Minnesota Society of Clinical Patholo- 
gists and designed to foster closer relationships between 
the practicing physician and his pathologist. 

During the past decade, the study of bone marrow has 
become much commoner as part of a complete hema- 
tologic examination than it was formerly. This has 
come about in part because of a great increase in the 
application of all phases of hematology. Also of im- 
portance in this more frequent use of examination of 
bone marrow is the fact that many pathologists have 
become adept in the aspiration and study of such material, 

Removal of bone marrow in most cases is an easy 
procedure. Proper use of local anesthetic agents insures 
the fact that about the only pain felt by the patient is 
momentary discomfort when suction is made for the 
actual aspiration. Many patients willingly have under- 
gone multiple aspirations without complaint. Use of 
proper precautions, including a guard on the aspirating 
needle, renders the procedure free of practically all 
complications. 

Thorough study of the material obtained, including 
quantitative, morphologic and bacteriologic examinations 
as indicated, often solves puzzling problems in hema- 
tologic disorders as well as in other diseases. 

The editorial committee of the Minnesota Society of 
Clinical Pathologists, which includes Dr. Arthur H 
Wells, of Duluth, and Drs. Arthur H. Sanford and 
George G. Stilwell, of Rochester, solicits suggestions 
and ideas regarding this series of editorial reports. Re- 
prints of this presentation can be obtained from the 
author or the chairman of the committee. 


Georce G. SritweELt, M.D. 
Chairman, Editorial Committee 
Mayo Clinic, 
Rochester, Minnesota 


* 





ACHIEVEMENTS IN TUBERCULOSIS CONTROL 


The past fifty years have been momentous in the fight 
At the outset, it was found that 
the control of the disease was the problem both of the 


against tuberculosis. 
physician and the layman. . . . The achievements have 
been substantial. Our horizon has been raised to new 


and challenging vistas beyond. Despite our gains, we 
still are dealing with a serious killing disease that has 


sacrificed countless lives that should have been preserved 


for productive effort. 





So far as we can see at this time, tuberculosis will 
be with us for many decades to come. But we are 
drawing nearer to a complete understanding of its cause 
and control, which is beyond the tubercle bacillus alone. 
When we learn how to maintain our factors of re- 
sistance at a level that will keep the infection dormant, 
we may achieve as practical a result as complete 
eradication of the tubercle bacillus and the clinical mani- 
festations of the germs in our bodies —H. R. Epwarps, 
M.D., American Review of Tuberculosis, March, 1952. 
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MEDICAL HISTORY OF THE COUNTY OF YELLOW MEDICINE 


MILDRED B. LEE 


Granite Falls, Minnesota 


(Continued from August issue) 


In the last years of the century the prosperity of the country at large was re- 
flected in Yellow Medicine County. New schools were built, electric light and 
waterworks systems were installed in Canby, Granite Falls, Echo, and to a certain 
extent in Wood Lake. Telephones were coming into general use, better roads were 
being built with state aid, and the population of the county had increased from 
hundreds to thousands. 


The oxen which had furnished motive power for the covered wagons, the break- 
ing plow, and the long trips to market had long since gone the way of other frontier 
conveniences and were replaced by the fine matched teams of horses with nickel- 
studded harness, the high stepping family horse hitched to the polished buggy or 
“surrey with the fringe on top.” By 1895 the horseless carriage was more than an 
inventor’s dream: for there was actually a 1894 model Orient automobile in use 
on a mail route out of Canby which was capable of the phenomenal speed of fif- 
teen miles per hour when at its best. Not so many years in the future a skilled 
mechanic and blacksmith in Granite Falls by the name of Olaus Lende would be 
building serviceable automobiles of his own design (with many features later 
adapted by more modern cars), which would be proudly driven by the town’s 
leading citizens. In 1900, the local papers commented that an automobile would 
go through town almost every day, sometimes even two together. Probably the 
first doctor in the territory to own an automobile was Dr. Rogers of Montevideo, 
who had an Oldsmobile about 1900 or shortly thereafter. 


Farm prices continued to be low, by modern standards, but a little money went 
a long way. One dollar would buy ten pounds of coffee, or twenty pounds of 
sugar, or thirty-two bars of soap. With raisins at five cents a pound, prunes 
five cents, rice six cents, and staples correspondingly low, farm prices were not 
greatly out of proportion. Although an agricultural county, Yellow Medicine was 
having a period of economic security and expansion. 


Health problems had received their share of attention from government. A pure 
food and drug act provided the stimulus for better methods of care and production 
of food. Children were required to be vaccinated for smallpox before entering 
school, and doctors were not afraid to invoke the power of the law to enforce 
quarantine regulations, as Dr. Triplett did at Dawson, when he caused some pro- 
testing persons to be jailed and fined for interference. The germ theory had been 
generally accepted, by the public as well as by the medical profession, and greater 
consideration was given to possible sources of disease such as contaminated water. 
Canby with its deep wells had no problem. Wood Lake also had sunk deep wells 
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to furnish the village with good water, but Granite Falls still took its city water, 
untreated, from the river, and depended upon local wells for its drinking water ; 
although a representative of the State Board of Health urged the abandoment of 
all such wells, on the theory that they were filled with surface water which sank 
into a basin underlying the town. 

With four railroads serving the county, transportation of the sick to medical 
centers was now merely a matter of a few hours when local facilities were in- 
sufficient ; and surgery of a serious nature was performed in the city hospitals, 
except in emergencies. In 1898, Dr. N. H. Scheldrup established the first hospital 
in the county. It was at first located in East Granite Falls, near the site of the 
present municipal light plant, in the old Henry Hill homestead; but in 1900 more 
space was needed, so a large two-story frame house on Ninth Avenue was pur- 
chased for the purpose. 


Medical Practice in Yellow Medicine County — 


Pioneer doctors faced great hardships in this new and sparsely settled region. 
Both youth and a hardy, adventurous spirit were required to brave the vicissitudes 
of Minnesota’s inclement climate and the trackless wastes of its prairies, lacking 
all the comforts and advantages offered by more settled areas. 

The first doctor’s offices at Minnesota Falls were probably as good and as well 
equipped as any that could have been found at any time in the county in the next 
twenty years. Heated by wood stoves, lighted by oil lamps, furnished only with 
the bare necessities, it was necessary for the doctor to see to his own supply of 
wood and water and often to do his own janitor work. His mail was brought in 
by stage from the nearest railhead at New Ulm, Marshall, and later Willmar, and 
the doctor had to keep substantial amounts of drugs and medicines on hand because 
of the slowness of communication with the outside world. 

The pioneer doctor made calls on horseback, on snowshoes, or on foot if the dis- 
tance was not too great. It was necessary for him to have a horse or two and 
some sort of conveyance, although where there was a livery stable he could hire a 
rig to make his country calls. Doctors were probably the first to use the light 
buckboards and spring wagons which preceded the buggy; the settlers themselves 
preferred the more utilitarian wagons and ox teams which had brought them into 
the territory. As roads were laid out and built and the country became more 
settled horses replaced the oxteams and the wagons were superseded by surreys 
and buggies for transportation of the family to church or to town. 


When the doctor had a conveyance of his own a driver was also needed, for 
in winter roads were often blocked by snow and in spring and fall were ankle 
deep in mud. It required the combined efforts of both doctor and driver to negotiate 
the snow banks and mudholes, and as there were few landmarks upon the prairie 
after a heavy snowfall there was security in having a companion. Also, the doctor 
who was trying to cover a large territory could rest while on the road between 
calls. 

Since the germ theory was not advanced until long after some of the pioneer 
doctors had completed their medical training they were not unduly troubled by 
the lack of conveniences for medical practice. A little carbolic acid poured into 
cold water was sufficient for cleansing of instruments; they were simply swished 
around in this solution, and often left to gather dust when not in use. “Blood 
poisoning” was not uncommon, and often it resulted in death. Perhaps the large 
number of amputations performed in the early days was made necessary by fear 
of this complication which doctors then did not know how to prevent. Every acci- 
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dent seemed to necessitate amputation of some member of the injured person’s body, 
and so frequent were they that a large per cent of the population must have been 
maimed in this way at one time or another. A rider who was thrown into barbed 
wire fence by a fractious horse; a man who carelessly shot himself through the 
arm, or one who was injured in the use of dynamite, or in the operation of horse- 
drawn vehicles, would after such injuries usually undergo amputation of torn 
or mangled limbs, and be considered fortunate if he did not die from loss of blood. 


In fixing the county physician’s salary the Board sometimes provided that the 
amount must include all amputations. One of the few items concerning Dr. Falk 
of Minnesota Falls was a bill presented to the Board for an amputation performed 
by him, with the assistance of Dr. Stratton, in the amount of $50.00. It was rare 
indeed for the Board to allow bills for medical services at the full amount, and this 
one was “layed over for investigation” till the next meeting. While the Board 
seemed to acknowledge the laborer as worthy of his hire, they reserved the right 
to fix the value. Thus Dr. Farnsworth’s bill for $232.00 for the amputation of the 
arms, legs, and fingers of one of the hands of Michael J. Dowling was allowed at 
$155.10. 


From 1873 to 1877, Doctors Falk, Stratton, and N. M. Smith were the only 
doctors known to be in the county. Of these Dr. Stratton was probably the best 
known. With Dr. Flynn of Redwood Falls he served the territory embraced in the 
original boundaries of Redwood County, as far west as Ortonville and the South 
Dakota line. 


In every community there were women who were especially skilled in the care of 
the sick and experienced as midwives, and these valued members of the community 
relieved the doctors of the necessity of attending cases of childbirth and minor 
ills. Pioneer doctors held to the belief that birth was a natural process with which 
the midwife was competent to deal. Dr. Stratton often recommended a midwife 
when his services were requested. In Granite Falls Mrs. Margaret Hazelberg and 
Mrs. Maris Flaten served in this capacity, and at Echo Mrs. Jenny Giffen and 
Mrs. L. Moses might be called upon. Pioneer women also helped each other 
through these crises; Mrs. George E. Olds, an early resident and mother of five 
children, who reached the age of ninety-four still in splendid health, proudly boasted 
that she had never had a doctor in her house. 


Mrs. Margaret Hazelberg came to the county on July 31, 1878, with her husband 
and five young children. They came to Marshall by train and from there to Granite 
Falls by ox team, which required two days’ travel. Her older son, Knute, and 
daughter, Emma, were already established in Granite Falls. When a year later 
Mrs. Hazelberg was left a widow and responsible for the support of the family, 
she sought work as a practical nurse and midwife, which had formerly been her 
calling. Dr. Fuller and Dr. Stratton relied upon her help, and for many years 
she took care of the sick and attended women in childbirth throughout the area. 
It was said that she delivered more babies during her long service than all the 
doctors combined. Although she cared for people afflicted with diphtheria, consump- 
tion, typhoid and smallpox and still ordered her household of young children, she 
never communicated any of these diseases to her own family. 


During her long life Mrs. Hazelberg won the esteem and affection of the com- 
munity. Five prominent businessmen of Granite Falls presented her with a valuable 
gift and had her portrait hung in the city hall as a token of public esteem. This 
remarkable woman lived in Granite Falls until she reached the age of ninety-two 
years, then moved with her daughters to Minneapolis where she died at the age of 
101 years. 
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The doctors who came to Yellow Medicine County were for the most part 
educated in the eastern medical schools, and may be considered to be representative 
of the profession. Almost without exception they were devoted to their patients 
and spared no effort in their desire to heal and cure, to cope with epidemics and 
to bring to this hinterland all of the benefits of medical care. The rewards for such 
service were small; yet at that time land could be bought for a few dollars an 
acre, and many doctors were wise enough to invest their small savings and profit 
by the steady increase in price. Others did much of their work on credit, and as 
usually happens in such cases were but poorly rewarded. 


( 


Dentists and Dentistry 


Pioneer doctors expected to extract teeth for their patients, and instruments for 
this purpose were included in their medical equipment. Inventories in the estates 
of Dr. Fuller and Dr. Farnesworth include “dental tools, value $15.00” along with 
other items. Dr. Sweet might extract a tooth for a little girl for fifty cents; and 
give her back the half dollar for being a good child. The May 3, 1877, issue of 
the Granite Falls Journal (“Devoted to News & Making Money’) states that 
Dr. Fuller had that day pulled eight teeth for one Peter Hanson who insisted that 
eight teeth were not too many to be pulled at one time; and in spite of the fact 
that part of his jawbone came away with one of the teeth Hanson insisted that it 
didn’t hurt much, and started out on the fourteen-mile trip home as if nothing had 
happened. A display, the paper stated, “of pioneer grit and sand.” 

In 1877, Dr. A. Marden of New Ulm made regular trips through the county. 
There was also Dr. Kraft who did his work at the Commercial House in Granite 
Falls. In 1886, Dr. Woodmas of Montevideo began making regular calls at Granite 
Falls with his stand at the drug store of Hazelberg and Nare the first five days of 
each month, “teeth extracted without pain by the use of vitalized air.” Dr. M. P. 
Salisbury was also a taxidermist; he had an office over the Post Office where he 
could be found the first half of each month. Dentists from St. Paul, Drs. Newel 
and Sandburg, Sandburg and Ellis, made periodical visits to the county. Dr. C. M.’ 
Leffingwell of Redwood Falls (“He is no common dentist, but one who has spent 
years in the business and commands the best knowledge of dentistry to be had’’) 
advertised in all the county papers. Dr. G. D. Moyer of Montevideo also made 
regular trips through the county. Dr. G. Ridgway shared an office with Dr. 
Cressy when he was in town. 

The first dentists to reside in the county seem to have been Dr. W. J. Brady 
who had an office over Nare’s Drug Store in Granite Falls, beginning in May, 
1891, and Dr. F. Seeley who settled in Canby in August, 1889, but soon removed to 
Toronto, South Dakota. 

The newspapers obligingly notified the public of the arrival of dentists: “the 
dentists are here, ready to jerk out grinders.” “Dr. Fischer is doing a railroad 
business at Hanley Falls.” 

The best known of the early dentists was Dr. S. Wintner who established offices 
in Granite Falls early in the year 1898. He was very aggressive and advertised 
in most of the county papers. “Best set of teeth (with large illustration), $10. 
Filling and Cleaning Teeth $1.00. Teeth extracted without pain by the use of 
Odontunder.” He spent the first two weeks of the month at Granite Falls, where 
he had at one time an office with Dr. N. H. Scheldrup. Later he had an office more 
conveniently located over a drug store. 


But Dr. Wintner is remembered not for his dentistry, but as the principal in the 
county’s most notable murder trial. The local legend is that Dr. Wintner gathered 
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a number of local citizens together for poker at his office in the evenings, and in 
these sessions he was a consistent and heavy winner. After a time these victims of 
his skill decided to call in some outside help. Within a few days a young stranger 
was introduced into the group, and in the play that followed he proved to be 
more than a match for Dr. Wintner. But Dr. Wintner was a poor loser. In his 
anger over his losses he accused the young man of cheating and then, getting a 
revolver from a drawer, shot and fatally wounded him. 

While the handsome young dentist languished in jail many of the young ladies 
of the community waited upon him with expressions of sympathy and offerings 
of food. The family of the accused provided the best counsel available, and the 
murder trial attracted large crowds. The Hon. A. J. Volstead was the county 
attorney. The sober citizens of the community fully expected a conviction, and 
were greatly shocked when the jury brought in a verdict of acquittal. 

This closed Dr. Wintner’s career in Granite Falls. Dr. E. C. Hawkins, who 
had worked with him for a time, then took a course in dentistry, took over his 
office, and practiced in Granite Falls until his death. 

About the turn of the century Dr. Douglas of Minneapolis served the towns on 
the Minneapolis and St. Louis Railroad. He had a railroad car equipped as a 
dental office, and this was hauled from town to town according to a fixed schedule. 


Druggists and Opticians 


The first drug business in Yellow Medicine County was established by Drs. Falk 
and Stratton at Minnesota Falls, about 1874. The few newspapers of the time 
which are available for research do not mention this drug store, and it is probable 
that it was carried on by the doctors for convenience in their medical practice. 
Like most drug stores of the early days it sold liquor; the minutes of the County 
“Board of March, 1876, specify that William Stratton shall be notified to apply for 
a license to sell liquor or “suffer the penalty.” 

“The Reliable Drug Store” of Marion Gould was the first drug store in Granite 
‘alls. Gould secured a license to sell liquor in 1876, and continued to apply an- 
nually for a license as long as he remained in Granite Falls. The Gould stock was 
sold to Dr. Cressy in 1880 or 1881, and two years later Dr. Cressy took in a 
partner, J. C. G. Johnson, who was also an optician. Mr. Johnson not only fitted 
glasses for Granite Falls people but regularly went to Clarkfield and other towns in 
the county for that purpose. 

A druggist who was a doctor but did not practice was Dr. C. H. Nare, who for 
many years operated a drug store in Granite Falls, with a stock of “patent medi- 
cines, chemicals, paints, brushes and varnish, window glass, putty and alabastine ; 
toilet articles, drugs and medicines, and perfumerie.” 

In 1887, there were three drug stores in Granite Falls: Ireland and Powers, 
Nare’s Drug Store, and Nelson and Johnson’s Drug. Ben E. Nelson of Nelson 
and Johnson’s Drug Store was also an optician, and remained in this business until 
long after the turn of the century. He had begun his apprenticeship in the Cressy 
Drug Store as a boy of eight or nine, sweeping out and running errands for the 
proprietor. When he finished elementary school he took a course at Carleton 
College and became a registered pharmacist, and also an optician. At the age of 
eighty he still carries on this work at Buffalo, Minnesota. 

Canby’s first drug stores were established about 1880, one by Lewis Gerald and 
another called the City Drug Store operated and owned by Adolph Gilberson. Dr. 
Billington is said to have been interested in a drug store in the early days and 
may have had a drug business prior to 1880 in Canby. Two doctors to go into the 
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drug business in Canby were Drs. Chambers and McPeek, neither of whom were 
registered pharmacists. 

The drug business was the first step toward the medical profession for some 
of the doctors who practiced in Yellow Medicine County. Dr. Fuller was a drug- 
gist before he took medical training, and this was also the case with Dr. Sweet and 
Dr. Frederick G. Watson, who was one of the first druggists in Wood Lake. 


Pioneer druggists were not subject to the many restrictions and liabilities placed 
upon druggists of modern times. They were permitted to sell liquor upon doctors’ 
prescriptions, and could sell any amount: by the pint, the gallon, or the keg. They 
could sell many kinds of sedatives; the druggist was supposed to be the judge as 
to whether or not it should be sold in each individual case. 


Coroners of Yellow Medicine County 
1872-1900 


The County Board of Yellow Medicine County met for the first time on January 
1, 1872, in a small brick building in Yellow Medicine City, and appointed John 
D. Otis to the office of coroner. Mr. Otis, who was later Judge of Probate of 
Yellow Medicine County, was a prominent pioneer settler, and the part of Stony 
Run Township which is the site of the city of Granite Falls was originally called 
Otis Township, in his honor. Mr. Otis did not qualify, and the Commissioners 
then appointed W. A. Monroe. When the first county election was held in No- 
vember, 1872, Monroe was elected to the office, and re-elected in 1874. In 1876 
J. A. Lewis succeeded to the office, and in 1878 it was taken over for the first time 
by a doctor—Dr. M. G. McLean of Canby. 

In 1880, Dr. Florado H. Wellcome of Granite Falls was elected coroner, and held 
the office for two years. In 1882, Nels Erickson was elected but did not qualify, so 
again J. A. Lewis became the county coroner. In 1884, another layman, W. W. 
Pinney, owner of the Pinney Mill at Granite Falls, was elected, and in 1886, Ole 
J. Foss, a merchant of Granite Falls, succeeded him in the office. 


The office again fell to a doctor when Dr. Albert R. Torgersen of Clarkfield was 
elected in 1888. He held the office until 1894, and was very conscientious in the 
performance of his duties, as shown by the case of Peter Strand, reported in the 
Canby News of 1889. Here was a death under suspicious circumstances. The 
News reports: 

“Dr. Torgersen, we believe, thinks a murder was committed and is inclined to think he was 
aindered somewhat in his investigation of the case.” 

According to the News, the body of Peter Strand was found in a meadow by 
a man named Luders. In view of the fact that Luders had been mowing in the 
meadow for several days prior to reporting the discovery, and the place where the 
body lay was in full view, the question arose as to why it had not been discovered 
earlier. Examination showed a quantity of blood about and wounds in the head 
and throat. The man was reported to have been a stranger in rather poor health, 
yut reputed to have money inasmuch as he had remarked that he did not have 
to work for a living although he had taken employment as a farm hand. No money 
or valuables were found upon the body and it was buried at county expense. 

After burial a further investigation was made. The body was exhumed. The 
County Attorney, A. J. Volstead, conducted the inquiry and a verdict of death by 
natural causes was entered. Evidently Dr. Torgersen as coroner did not sanction this 
verdict, and did not hesitate to make his disagreement known. 


(To be continwed in the October issue) 
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President’s Letter 


MEDICAL ALLIES 


A large group of people who are closely allied to the medical profession add 
great strength to the medical team in its constant battle against the perils of disease 
and illness. 


These people—members of those professions which so ably aid practicing 
physicians—have not always been given the esteem and importance they deserve. 
Many of us take these people for granted, for often their work is so normal a 
part of our lives that we overlook its importance to our own practices. 


I am referring to medical technicians, medical technologists, nurses, physical 
and occupational therapists, x-ray technicians, dietitians, medical record librarians, 
medical social workers and anesthetists. 


Most of us realize that these professions are composed of highly trained, 
efficient persons, who feel that they can serve humanity as readily and well as 
those who become doctors. 


Recently, the Minnesota State Medical Association co-operated in a renewed 
effort to encourage junior and senior boys and girls to enter this field. Together 
with other interested organizations, the Association aided in the publication of a 
brochure which was sent to all high school seniors in Minnesota and in neigh- 
boring states. 


The brochure presented the advantages of professional training in the allied 
medical fields, explaining where such training may be taken and outlining require- 
ments and courses. Attractively printed and well written, the booklet gives a 
composite view of the entire field of allied medical careers and should be of con- 
siderable weight in convincing our young people that such training is worth 
while and that such a career would serve humanity. 


Physicians of the state have been sent a copy of this brochure. It will serve 
as a ready reference when young men and women question the doctor about 
these careers, and information about these careers can be furnished quickly and 
easily through this pamphlet. 


Not only can the doctor aid young people in choosing this type of career, but 
he can become an active force in the community to show that these careers are 
important, interesting and vitally necessary. Because he is an important and 
respected person in his place of practice, the physician can help young people to 
see that they are urgently needed in this profession, and that they will be welcomed 
into it by those already established. 


Lint (ph 


President, Minnesota State Medical Association 
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> Editorial . 


ArTHuR H. WELLs, M.D., Editor; Georce Eart, M .D., Henry L. Utricu, M.D., Associate Editors 





THE NEW EDITOR SPEAKS 


a 1S with mixed emotions of inadequacy, deter- 
-* mination and enthusiasm that I have accepted 
the responsibility of the editorship of MINNESOTA 
Mepicine. | can only hope that the journal will 
not deteriorate from the high standards which Dr. 
Carl Drake has maintained for so many years. 
The fact that Miss Olive Seibert is remaining as 
the publisher’s editor is a great consolation. The 
many others who have taken an active part in the 
publication of the journal also should continue to 
assist in maintaining the standards already set. 

A brief panoramic view of the present status of 
MINNESOTA MEDICINE as seen by one newly come 
upon the scene appears to be in order. Just as 
each physiologic function of the body has a good 
reserve in health, so the journal must receive 
adequate numbers of manuscripts to maintain its 
standing. There is a considerable gap between a 
minimum number which barely sustains life, and 
sufficient numbers of articles to permit some de- 
gree of discrimination, timely alterations, and de- 
lays for additional illustrations, et cetera, plus no 
less than four months of edited manuscripts in 
reserve for publication in their turn. Why should 
a journal representing some three thousand physi- 
cians seek manuscripts elsewhere, when its owners 
probably publish more scientific articles in other 
journals than any other comparable group of 
physicians in the United States? Why should a 
fertile source of Minnesota’s scientific informa- 
tion be seriously drained into other journals, thus 
dividing our resources into rather thin streams? 
These and other related questions should be 
analyzed and their solution resolved in favor of 
MINNESOTA MEDICINE. 

It appears to be the official reaction of our 
organization that any cost of the journal to the 
members is a deficit. If this be the case, possibly 
we should reconsider the matter. MINNESOTA 
MEDICINE represents the principal contribution to 
the advancement in medical science made by the 
organized physicians of the state. For years I 
have considered the various state medical journals 
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as mirrors of the standard of medical practice in 
the area. Some are quite poor, and again there is 
the New England Journal of Medicine. All of this 
leads to a pet theory that those willing to write for 
our journal should be subsidized by those who 
can’t find the time. Should our Association decide 
to share in the cost of reprints, then I am sure 
many physicians would feel a stronger inclination 
to publish in Minnesota MepiIcINeE. At the same 
time, all of our members would have the oppor- 
tunity of more directly contributing to our torch 
of knowledge, and industry would be rewarded. 

The present members of the Editing and Pub- 
lishing Committee are appointed by the president 
for a five-year term. The editor, and not the 
president, is responsible for the publication of the 
journal. Why shouldn’t he select His own assist- 
ants, so that they will be responsible to him? If 
they do not function in this work of love, why 
can’t he drop them at the end of the year? This 
should not be a one-man journal. The editing 
committee should meet at least bimonthly to com- 
bine their efforts to build a better publication. 
The membership of this committee should have 
representation from the University of Minnesota 
and the Mayo Clinic, as well as throughout the 
state. Surely, most of us must agree that all 
groups should help in the construction of this 
scientific endeavor by which others will judge us. 

Yes, indeed, it looks like an interesting voyage 
ahead. It is my earnest hope that the good ship 
MINNESOTA MEDICINE may keep a steady course 
under the guidance of her new navigator. 


A. H. WELLS 


PHYSICIANS’ ASSISTANCE FUND 


HE NEED for a substantial state fund for 
the relief of our needy colleagues has been 
clear to all of us for years. 

We were late in our first tentative effort to do 
something about it, three years ago, and later 
still in our final determination, arrived at by the 
House of Delegates at the Saint Paul meeting 
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this year, to levy a formal and compulsory assess- 
ment for the purpose. 

Since 1951, when the Physicians’ Assistance 
Committee was first created by the House of 
Delegates with Dr. W. R. Humphrey of Still- 
water as chairman, some eight or nine appeals 
for help have been received, and the fund raised 
by repeated requests for voluntary contributions 
was pitifully inadequate to meet them. Here, if 
ever, was a cause to touch the heart of any phy- 
sician and it was high time that we assessed our- 
selves to respond. to it. 

It should be noted that physicians are not ask- 
ing the federal government to cover them under 
the Social Security program. But the fact re- 
mains that aging doctors who have not been able 
to set aside money for their last years are not 
cushioned, as their poorest patients are, against 
disaster. The number who need help at any one 
time is never very great. Often the need is only 
for funds to cover final hospital bills. But their 
necessities are as urgent as any man’s. And it 
should be no great task for an Association like 
ours to provide for them. 


The truth is, men and women—and doc- 
tors—being what they are, something more im- 
perative than an impersonal appeal is generally 
necessary to get a general response. That is why 
the voluntary appeal failed and why the House 
of Delegates levied the special assessment in May. 

This assessment is, indeed, compulsory, but 
only on active members who have not already 
contributed at least $10, and only for one year. 
Future assessments will wait upon the experience 
of the next few years. 

Furthermore, this assessment should not be 
confused with the one levied last year to aug- 
ment the general funds of the Association. This 
one is being collected separately from the dues 
and will be set apart in a separate fund to be used 
for assistance of needy colleagues only. The re- 
sponse, to date, has shown how heartily most of 
our members approve of the undertaking. 


AMERICAN GERIATRICS SOCIETY 


6 Naess American Geriatrics Society was organ- 

ized on June 11, 1942, at Atlantic City 
through the efforts of Dr. Malford W. Thewlis, 
of Wakefield, Rhode Island. The society was or- 
gaiized to study factors in the prevention and 
cure of diseases incident to advancing years. 
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Membership has been open not only to physicians 
but to physiotherapists, hospital superintendents, 
registered occupational therapists, directors of 
homes for the aged, social and welfare workers 
and, in fact, all those who are interested in the 
welfare of the aged. 

The increasing percentage of the population in 
the latter decades of life, emphasizes. the im- 
portance of geriatrics in general. While industry 
may consider sixty-five the beginning of. old age, 
the field of geriatrics concerns itself largely with 
those forty years of age and over. 

It is becoming more and more recognized that 
aging is an individual matter and not a matter of 
years. To retire an individual at a certain age is 
an extravagant procedure, for many an individual 
has many years of usefulness ahead of him at 
sixty-five, just as many in this day and genera- 
tion are burned out in the forties and even in the 
thirties. To retire every employe at sixty-five, to 
obviate the necessity of picking and choosing 
those too old to work beyond that age, seems un- 
fortunate. 

It has been said with some truth that a man is 
as old as his arteries. Certainly, a number of 
diseases incident to old age are due to degenera- 
tion in the arteries. To determine the cause of 
atheromatous changes in the arteries, as well as 
other changes incident to advancing years, is a 
worthwhile objective. We are shocked when we 
hear of a coronary thrombosis occurring in an 
individual in his thirties. Geriatrics must there- 
fore concern itself with living before the age of 
forty, if it is to improve the state of health of 
those over forty. 

Several journals devoted to geriatrics have ap- 
peared in recent years. Geriatrics, edited by Dr. 
Walter C. Alvarez, with Dr. Maurice B. Visscher, 
of Minneapolis, and Dr. Edward J. Stieglitz, of 
Washington, as consulting editors, is now in its 
eighth year. Included on its Board of Assoviate 
Editors are: Drs. Reuben F. Erickson, J. Ar- 
thur Myers, and S. Marx White, of Minneapolis, 
and E. L. Tuohy, of Duluth. A quarterly, en- 
titled The Journal of Gerontology, published at 
Ann Arbor, Michigan, began publication in 1946. 
It is the property of the Gerontological Society of 
St. Louis, Missouri, and was incorporated in 
1945. 

In January of this year, the first number of 
The Journal of The American Geriatrics Society 
made its appearance. Dr. Willard O. Thompson, 
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of Chicago, president of the society, is also editor 
of The Journal. Upon inquiry, we have been in- 
formed that the society started its own journal in 
order to control editorial and advertising policies. 


BLOOD DONATION STILL NEEDED 


ITH the cessation of hostilities in Korea, 

the need for blood derivatives has natural- 
ly lessened. On the recommendation of the 
Health Resources Advisory Committee, the Office 
of Defense Mobilization, on July 31, announced 
that the American Red Cross is closing on August 
3, 1953, fifteen of its defense blood collection 
‘centers and is terminating its contract with seven- 
teen co-operating community blood banks which 
have served as collection centers for the National 
Blood Program. 

There is still great need for blood and its de- 
rivatives for civilian hospitals, for providing ade- 
quate reserves of blood derivatives to meet any 
emergency such as a national disaster or atomic 
attack and for the production of gamma globulin, 
the need for which in the poliomyelitis im- 
munization program is almost unlimited. The 
forty-five regional blood collection centers of the 
American Red Cross will continue to operate at 
full capacity and it is urged that there be no let- 
down on the part of the public in blood donation. 

According to the American Medical Associa- 
tion’s Washington Letter of July 24, about a third 
of this year’s supply of gamma globulin was sent, 
in June and July, to eleven counties in eight states 
for mass injections. Such widespread use should 
shed further light on the value of gamma globulin 
in preventing polio infection and paralysis. 


DOCTOR KEEFER APPOINTED SPECIAL 
ASSISTANT TO OVETA CULP HOBBY 


HE medical profession has every reason to 
feel happy at the appointment of Dr. Chester 
Scott Keefer as Special Assistant on Health and 
Medical Affairs to Mrs. Oveta Culp Hobby, Sec- 
retary of Health, Education and Welfare. The 
medical profession has insisted for years that the 
health activities of the federal government should 
be supervised by a medical doctor, trained in 
medical administration. Dr. Keefer apparently 
fills the requirement. 
Dr. Keefer received his medical degree from 
Johns Hopkins University in 1922 and has been 
Professor of Medicine at Boston University 
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School of Medicine. He is an expert on anti- 
biotics and he supervised penicillin and strepto- 
mycin distribution for the United States and our 
allies during World War II. He was also chair- 
man of the National Research Council’s committee 
on chemotherapeutics which advised on civil de- 
fense medical stockpiling. Dr. Keefer has been 
physician-in-chief at Massachusetts Memorial 
Hospital since 1940. He is also a fellow of the 
American College of Physicians, a member of the 
American Society of Clinical Investigation, and 
has served on the American Medical Association’s 
Council on Pharmacy and Chemistry. Under 
terms of Reorganization Plan No. 1, creating the 
department, in which the American Medical As- 
sociation House of Delegates concurred at their 
meeting in Washington, D. C., earlier this year, 
it was agreed that the Special Assistant be charged 
with advising the Secretary in reviewing all health 
and medical programs of the department as well 
as health and medical legislation. 


ELMER L. HENDERSON 


The death in July of Dr. Elmer L. Henderson of 
Louisville deprived the medical profession and the coun- 
try of an outstanding personality. A surgeon who took 
a lively interest in medical organization, he was recog- 
nized as a dynamic leader by his election simultaneously 
to the presidency of the American Medical Association 
and the World Medical Association. Not content to 
rest after serving as president of both of these or- 
ganizations, a strenuous assignment, he organized and 
became president of the American Medical Education 
Foundation to provide assistance for the medical schools 
and maintain their independence. So important, in his 
opinion, was the need of a change in administration in 
Washington that he gave up his official connections with 
organized medicine to form a unit of doctors for Eisen- 
hower for president. 


By a strange coincidence, Dr. Henderson died within 
the same twenty-four hours of the same disease as Rob- 
ert A. Taft, his good friend and also a crusader for 
private enterprise as opposed to socialism. The follow- 
img excerpt from Dr. Henderson’s inaugural AMA 
address in San Francisco, June 27, 1950, illustrates his 
militant stand against Socalized Medicine. 


“American medicine has become the blazing focal 
point in a fundamental struggle which may determine 
whether America remains free, or whether we are to 
become a Socialist State, under the yoke of a Govern- 
ment bureaucracy, dominated by selfish, cynical men who 
believe the American people are no longer competent to 
care for themselves. . . . 

“American medicine, which has led the world in medi- 


(Continued on Page 992) 
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COMMISSION REPORTS ON MILITARY 
DEPENDENTS’ CARE 


New coals have been heaped on the fire con- 
cerning the responsibility of the federal govern- 
ment for medical care of dependents of service- 
men. 

Equal medical and dental care for all eligible 
dependents of military personnel was recom- 
mended by the Citizens Advisory Commission 
on Medical Care for Dependents of Military 
Personnel—in view of, and in spite of the 
American Medical Association’s opposition to 
military physicians being used to care for what 
is actually the civilian population. 

The advisory commission was set up by Secre- 
tary of Defense Wilson to make a comprehensive 
study of the program of medical and dental care 
of dependents of servicemen. The commission 
probably is a result of a recommendation of the 
controversial Commission on the Health Needs of 
the Nation, which said of this matter: 


“However, the drafting of physicians and dentists for 
military service, with the result that the services of 
some of them are utilized to a great extent for the 
care of civilians, has disturbed the health professions. 
This whole matter needs a complete and definitive re- 
view: First, to determine what the Government’s 
responsibility shall be to military dependents; and 
secondly, to decide in what way this responsibility shall 
be discharged.” 


Members Well Known 


Chairman of the new commission is Harold G. 
Moulton, former president of Brookings In- 
stitution. Other members are: Dr. George W. 
Bachman, senior staff member of Brookings In- 
stitution assigned to health matters; Lewis W. 
Jones, president of Rutgers University; Mrs. 
Eugene Meyer, of the Washington Post; and 
Thomas I. Parkinson, president of the Equitable 
Life Insurance Company. 
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Coverage Inclusive 


One of the surprising and alarming recom- 
mendations made by the Citizens Advisory Com- 
mission on Medical Care for Dependents of 
Military Personnel is the amount and type of 
medical care coverage to be extended to eligible 
personnel. According to the report, care should 
be limited to the following: (1) diagnosis, (2) 
acute medical and surgical conditions, (3) con- 
tagious diseases, (4) immunization, (5) maternity 
and infant care, and (6) emergency dental care 
—except in overseas or remote areas where 
civilian dental facilities are not available. 


In glancing over this list, one wonders if 
“limited” is the correct terminology, and 
whether the term “be extended to include” would 
not serve better. 

However, the Commission does provide a list 
of exclusions: 


“(1) Domiciliary care and chronic diseases requiring 
hospitalization; (2) Nervous and mental disorders; (3) 
Elective medical and surgical treatment, and (4) 
Prosthetic devices, hearing aids, orthopedic footwear, 
and spectacles (except overseas and at remote stations), 
ambulance service, except in acute emergency; and 
home calls, except in cases where it is medically ad- 
visable to confine the patients at home.” 


How to Finance? 


The whole suggested program brings about the 
interesting question of how the Commission pro- 
poses to finance this program. And, of course, 
that old familiar worrisome phrase raises its head 
again, “Let the Government do it.” Of great 
interest to all taxpayers is the Commission’s meth- 
od of proposed financing, as reported in a recent 
issue of “Social Legislation Information Service” : 
The Commission noted in its report that if we 
furnish free medical care at military hospitals 
the care provided for those who must depend 
upon civilian facilities should also be at Govern- 
ment expense. The Commission considered the 
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question whether the supplementary program, 
through private facilities, might best be handled 
on an insurance basis, but concluded that no 
insurance plan is desirable. The Commission 
recommended the following: 


“1. Care whenever practicable should be provided by, ,,.. 


military medical facilities, and the dependent who lives 
within 25 miles of military facilities should, except in 
emergencies, be required first to seek aid at the military 
establishment. 


“2. If military medical facilities are not available, 
he should be given a certificate to present to a civilian 
doctor or agency of his own choosing. 


“3. The patient would be required to pay the first 
$10, plus 10° per cent of the remainder of the bill, for 
any one illness treated by civilian doctors. (This is 
exclusive of maternity cases.) 


“4. For those living more than 25 miles from military 
medical facilities, since they must depend almost entirely 
‘upon civilian facilities, they would also be furnished 
with certificates which can be presented to a civilian 
hospital or doctor.” 


Thus it can be seen that if the Commission has 
its way, no eligible military dependent would be 
excluded from virtually free government medical 
care. However, the proposed program awaits 
favorable implementary legislation from Con- 
gress. 


Defines “Eligible” 


The Commission also took upon itself the task 
of defining just who is an eligible military de- 
pendent. As the “Social Legislation Information 
Service” states, this group has grown more 
through custom than by any clear-cut policy. 
Rather than definitive legislation, Congress has, 
throughout the years, defined to some extent, who 
is eligible, by approval of the various Service 
departments’ annual budgets, thus giving 
authority for medical care to military dependents. 

Noting that “there are numerous discrepancies 
with respect to definitions of dependents in the 
various Services,” the Commission recommended 
that dependency status for medical care be 
restricted to: 

1. Spouse and unmarried children under 
twenty-one. 

2. Widows and dependent children of service- 
men who lose their lives while on active duty or 
while retired with pay. 

3. Parents and parents-in-law if in fact 
dependent and when residing in the home of the 
serviceman, 

4. Dependent sons and daughters over twenty- 
one who are incapacitated. 
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~*" PUBLIC DEBT NEAR 
LEGAL LIMIT 


The federal debt of the United States has now 
reached the staggering total of $267 billion, just 
$8 billion under the congressional-imposed ceiling 
of $275 billion. According to a recent issue of 
“Insurance Economics Surveys,” which quotes 
directly from the Christian Science Monitor, this 
debt will probably not change much between now 
and the end of the fiscal year, June 30, 1954. 


A sizable deficit is in the making. for the next 
year, the publication says, and the treasury has 
already estimated that its borrowings. until the 
end of 1953 will reach around $8 billion. 

However, the survey states that this does not 
mean the debt will reach the statutory limit this 
year: “But it wouldn’t be necessary to go out in 
the market for all of this. The Treasury could 
avoid putting the debt dangerously close to the 
limit by taking money out of the general. fund, 
which contains several billions of tax money 
awaiting disposal. Moreover, spending might be 
reduced under an administration pledged to 
economy. Nevertheless, the public debt is un- 
comfortably close to the statutory limit.” 


Marked Increase Shown 


Over the history of the United States, the 
federal debt has taken tremendous jumps up- 
ward. And because of this, the survey feels, “it 
would be foolhardy to set some particular figure 
for the national debt beyond which disaster could 
be seen imminent.” It traces the history of debt 
increases : 


“After the Civil War the debt was $2.2 billion, held 
to be too high. After World War I it had risen to 
$25.2 billion, regarded by then-prevailing sentiment as 
an incubus on the economy. Then years later in 1939 
it was just under $40 billion, but fear of rising debt 
appeared to have vanished against the greater fear of 
unpreparedness. 


“When World War II exploded, the debt zoomed 
to heights undreamed of. Now there are those who say 
we need not fear this debt; instead, we can make it a 
tool for economic progress if properly managed.” 


Controversy Noted 


Of course, the article states, there is consider- 
able argument on how this huge indebtedness is 
to be handled. There are two schools of thought 
on the matter: the “soft” money people, who are 
unafraid of continuing inflation, who favor a 
controlled market as opposed to a free one, and 
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who do not worry about large deficits as long as 
the country has full employment and prosperity ; 
and there are the “hard” money people who stand 
for balanced budgets, reduction of the debt during 
high employment, an end to artificially low money 
rates, curtailment of centralized federal power 
with more emphasis on private enterprise. 

Naturally, this whole question raises a vital 
issue for every thinking American. Depending 
on how the problem is handled, it could mean 
continued higher taxes and a further spiraling of 
the national debt; or it could mean lower taxes 
and a definite effort to reduce the national debt. 
In view of the medical profession’s expressed 
view favoring less power for the central govern- 
ment, more spreading of business to private enter- 
prise, and strict economy measures, it is well for 
doctors to keep a watchful eye on what happens 
to this all-important problem of.a close-to-the- 
limit national debt. 


CONSTRUCTION CONTINUES ON 
HILL-BURTON HOSPITALS 


In view of the extension of the Hill-Burton 
Hospital Construction Act until: June 30, 1957, 
the following résumé of construction figures for 
Minnesota is presented: 

Projects which have been completed and are 
now in operation in Minnesota total thirty-three, 
with a cost of $24,560,931. Of this, the federal 
government contributed $8,013,995. These proj- 
ects have supplied 1,361 additional hospital beds 
to the state. 

At present there are seven projects under con- 
struction at a total cost of $16,916,752, which 
includes a federal contribution of $3,917,286. 
These projects are expected to supply about 371 
additional beds. 

Also, there is one project which has been ap- 
proved, but which is not under construction as 
yet. This will cost $942,703, of which the federal 
government will contribute $419,717, and will be 
designed to supply 64 additional hospital beds in 
the state. 


REPORT TOTALS FEDERAL 
RESEARCH AID 


The National Science Foundation recently re- 
leased a report showing the total of funds ex- 
pended by the federal government to aid 
scientific research and development. 
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The four big departments of government which 
spent the most money for aid to research in the 
year ending June 30, 1952, were the Department 
of Defense, the Atomic Energy Commission, the 
Department of Health, Education and Welfare 
and the Department of Agriculture. 


During the above quoted year, a total of $2.2 
billion funds was spent, one-seventh of which 
went to nonprofit institutions. Eighty teaching 
and research hospitals received financial aid 


totaling $4,590,000. 


The report notes that only 1 per cent of the 
country’s hospitals received Federal research help 
in 1951-1952 and adds: 


“When compared with the total number performing 
a‘training function, the number receiving funds is still 
relatively small. This is especially noteworthy in the 
case of the teaching hospitals with major affiliations, 
i.e., those hospitals which have been designated by one 
or more medical schools as a major unit in the teaching 
program of the school . . . In 1951-52, twenty out of 
154 such hospitals, or 13 per cent, received funds.” 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul, Minnesota 


E. M. Jones, M.D., Secretary 


LICENSE OF MINNEAPOLIS PHYSICIAN 
SUSPENDED FOR EIGHTEEN MONTHS 


In re George F. Schmidt, M.D. 


On July 18, 1953, the Minnesota State Board of Medi- 
cal Examiners suspended for eighteen months, the medi- 
cal license of Dr. George F. Schmidt, seventy-two years 
of age. Dr. Schmidt was arrested by Minneapolis police 
officers on April 21, 1953, charged with the crime of 
abortion. At the time of his arrest, Dr. Schmidt had 
his office at 2707 Nicollet Avenue, Minneapolis. Dr. 
Schmidt was also a deputy coroner of Hennepin County 
at that time. On April 28, 1953, Dr. Schmidt entered a 
plea of guilty to the charge of abortion. On May 29, 
1953, Dr. Schmidt was sentenced to a term of not to 
exceed four years in the state prison. The Court sus- 
pended the sentence and placed Dr. Schmidt on proba- 
tion for three years. 

Dr. Schmidt also admitted his guilt when he appeared 
before the Medical Board on May 22, 1953. Dr. Schmidt 
admitted performing a number of other abortions in 
the past five years. 

Dr. Schmidt was born in Minnesota in 1881. He 
graduated from Hamline Medical School in 1908, and 
was licensed that year by examination. 
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POLICIES RELATING TO ADMISSION OF MEDICAL STUDENTS 


The responsibility for selection of each year’s medical class is delegated by the 
Dean and the faculty of the Medical School of the University of Minnesota to 
five of its fellow members, who comprise the Admissions Committee. 


Present facilities, staff, and budget of the Medical School are adequate, according 
to accepted standards, for about 100 students per class. However, because of the 
pressure for more positions, in recent years between 125 and 130 students have 
been accepted for the freshman class. The number of applicants varies somewhat 
from year to year, but is always several times the number of places available. 


The minimum requirements for admission to the Medical School are three 
academic years of college work, totalling 135 quarter credits. Only in the case of 
superior students, at the discretion of the Admissions Committee, may this total 
number of credits be reduced under the quality credit rule of the College of Science, 
Literature, and the Arts. Required courses are rarely, if ever, waived; and then 
only at the discretion of the Admissions Committee. The minimum scholastic 
average which may be considered is “‘C.” In view of the large number of well- 
qualified applicants each year, an average well above “C” is usually necessary 
in order to achieve admission. 


The required courses include a varying number of credits in English, mathe- 
matics, chemistry, physics, zoology, psychology, social sciences, and humanities. 
Although a reading knowledge of a modern foreign language is no longer a require- 
ment for admission, it is recommended that students devote some of their elective 
credits to German, French, or another appropriate modern foreign language. 


Required courses make up approximately two-thirds of the credits needed for 
admission. In choosing electives, the premedical student is advised to avoid random 
sampling of elementary courses. The Admissions Committee shows preference 
for the applicant who has displayed a well-developed interest in and aptitude for a 
special field of knowledge. 


Though the total number of necessary credits can be earned in three years of 
college work at normal pace, most students benefit from a fourth year of general 
or specialized education before they enter upon the medical course. This period 
of preparation is encouraged by the Admissions Committee. The Medical College 
Admission Test, which is a medical aptitude test sponsored by the Association of 
American Medical Colleges, and the Minnesota Medical Aptitude Test must be 
taken by the applicant before he can be accepted. 
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Acceptance for admission to the Medical School is based primarily upon ability 
and scholarship, as indicated by aptitude tests and scholastic records, and upon 
personal qualifications as evidenced by personal interviews and by recommendations 
of persons who know the applicant well. First choice is given to residents of 
Minnesota, second choice to residents of adjoining states which do not have 
medical schools, and third choice to residents of other states or countries who 
have acceptable reasons for desiring to attend this Medical School. Non-residents 
are accepted only if their scholarship has been outstanding and other qualifications 
indicate that they have unusual promise for the study of medicine or a career in 
science. The number of non-residents admitted averages about 8 to 10 per cent 
of each class. Some preference is given to applicants from rural areas of the 
state, since our studies have indicated that young men from rural communities 
are most likely to return to a rural area to practice. 


The choice of students in no way depends on race, nationality, religion, or sex. 
In other words, no “quota” for any such group exists. The application blank to 
the Medical School requests no information as to the applicant’s race or religion. 
The percentage of women in past classes has averaged less than five per cent, 
simply because of the sparsity of female applicants. 


It is considered desirable that the medical student be free of financial worry 
during his course. Hours spent outside class in employment for support restrict 
appreciably the student’s ability to gain optimum knowledge from the already 
crowded curriculum. A limited number of long-term loans are available through 
the University Bureau of Student Loans and Scholarships, and through the 
Minnesota Medical Foundation. A small though constantly increasing number of 
scholarships has been made available through the Minnesota Medical Foundation, 
the Minnesota State Medical Society, and private foundations, These total less 
than twenty in each class. It is hoped that some day contributions to the Minnesota 
Medical Foundation will be large enough to allow a majority of the medical 
students to have scholarship support. 


The Admissions Committee is constantly and acutely aware of the difficulty in 
judging a person’s ability to succeed in medical school. The scholastic average in 
the required natural sciences correlates the most highly of any of the various 
»remedical experiences with actual success in the Medical School. However, other 
tests of ability and aptitude and personal recommendations are taken into account, 
as well as such factors as work outside of school and participation in school and 
community affairs. The Admissions Committee is constantly seeking new testing 
methods which have additional predictive value. 


Harotp S, DIEHL 


Dean of Medical Sciences 
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Minnesota State Medical Association 


HOUSE OF DELEGATES—SUMMARY OF PROCEEDINGS* 
Saint Paul Session—May 18, 19 and 20, 1953 


First Meeting, Sunday, May 17, 1953 
Continental Room, Hotel Saint Paul 
Saint Paul, Minnesota 


The 100th Annual Session of the House of Delegates 
of the Minnesota State Medical Association opened in 
the Continental Room of the Hotel Saint Paul, Saint 
Paul, Minnesota, at 1:45 P.M., Sunday, May 17, 1953, 
Dr. C. G. Sheppard presiding. 

After an invocation by Reverend Ira B. Allen of Saint 
Paul who thus initiated a precedent at this centennial 
meeting of the Association, minutes of the 1952 meet- 
ing were accepted, a quorum being present, and Presi- 
dent O. J. Campbell of Minneapolis welcomed the 
delegates. 

Dr. Leonard W. Larson of Bismarck, North Dakota, 
trustee of the American Medical Association for this 
area, was introduced. He spoke briefly on the work of 
the Board of Trustees and current national undertakings 
of organized medicine. Dr. Larson’s remarks were fol- 
lowed by an extended discussion, conducted by Mr. 
Thomas A. Hendricks of Chicago, secretary of the 
Council on Medical Service of the American Medical 
Association, on the functions of the American Medical 
Association, its Councils and committees and its financial 
structure. An illuminated exhibit called “You and Your 
American Medical Association” (later moved from the 
hotel to the exhibit hall at the St. Paul Auditorium), 
was used to illustrate his remarks by Mr. Hendricks. 


After introducing Mr. C. H. Crownhart of Madison, 
secretary of the State Medical Society of Wisconsin, and 
Mr, E. R. Thayer, Executive Director of Public Infor- 
mation of the Wisconsin Society, Dr. Sheppard called 
on Dr. A. O. Swenson of Duluth, chairman of the 
Council, to present the report of its first meeting. 


Report of the Council 


Dr. Swenson: The first meeting of the Council in 
connection with the 100th Annual Meeting of the Minne- 
sota State Medical Association was held Saturday, May 
16, 1953, at 2 p.m. in the Hotel Saint Paul. 

Following the report of Dr. J. M. Waugh, chairman 
of the Finance Committee, on Association finances, Coun- 
cil considered and approved upon recommendation of 
Dr. John F. Briggs, chairman of the Association’s Com- 
mittee on Tuberculosis, the Governor’s Interim Com- 
mittee Report on Codification of Tuberculosis Laws for 
the sanitoria of the state, embodying possible use of 
some smaller sanitoria for geriatrics and chronic illness 
rather than for tuberculosis treatment. Also substitu- 
tion of buffered for unbuffered tuberculin by the State 
Board of Health and the program of routine admission 
chest x-rays to be instituted in all hospitals in the state, 





*In accordance with action by the Council of the Min- 
nesota State Medical Association in 1944, publication of 
the proceedings of the House of Delegates is limited to 
summary. 
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with the stipulation that methods of initiation be decided 
by the roentgenologist, the staff, and the administrator 
of the hospital. The recommendation that sensitivity tests 
to the tubercle bacillus be done by the Minnesota De- 
partment of Health was likewise approved; also the 
proposal to send an official letter of commendation to 
Drs. L. S. and Kathleen Jordan of Granite Falls for 
their excellent and public-spirited service in the field of 
tuberculosis. 


The following applicaticns for Life Membership were 
accepted: Albert E. Ahrens, M.D., Saint Paul; Harry 
R. Baker, M.D., Hayfield; Frank T. Benoit, M.D., 
Winona; William Aaron Bessesen, M.D., Minneapolis; 
Albert E. Booth, M.D., Minneapolis ; Frederick H. Buck, 
M.D., Shakopee ; Edward O. Ertel, M.D., Ellendale; 
Carl O. _ M.D., Fergus Falls; Henry William 
Goehrs, M.D., Cloud ; D. Haggard, M.D., Min- 
neapolis ; John +. Kelly, S. D., Saint Paul; Rae T. 
LaVake, M.D., Minneapolis; Frank J. Lexa, M.D.. Lons- 
dale; Orianna McDaniel, M.D., Minneapolis; Benedik 
Melby, M.D., Blooming Prairie: Ette L. Mever, M.D., 
as Frank Naegeli, M.D., Fergus Falls: Daniel 

OQ’ Connor, M.D., Eden Valley; "Theodore S. Paulson, 
MD. Fergus Falls ; Fred J. Pratt, Sr.. M.D.. Minne- 
apolis; A. Mason Randall. M.D., Ashby ; Theodore 
Satersmoen, M.D., Pelican Rapids; Homer R. Smith, 
M.D., Minneapolis. 


The following applications for Residency Memberships 
were approved: Kenneth G. Berge, M.D.. Rochester; 
Rokert C. Bolin, M.D., Saint Paul; "Donald FE. Bowes, 
M.D., Rochester; Wayne A. Chadbourn, M_D.. Minne- 
apolis; Peter C. Dykstra, M.D., Rochester: E. Wayne 
Gilley, M.D., Rochester; John H. Glaeser. M.D., Minne- 
apolis; John L. Juergens, M.D., Belle Plaine; Bradley 
W. Kusske, M.D., St. Louis Park; Richard O. Leaven- 
worth, Tr., M.D., Saint Paul: John B. O’Leary. M.D., 
Saint Paul; George R. Wilkinson, M.D., Rochester; 
Fred Eugene Wise, Jr., M.D., Rochester: Donald S. 
Swenson, M.D., Saint Paul. 


The following applications for Junior Associate Mem- 
bership were approved: Linus F. Leitschth. M.D., Win- 
sted, and Archibald W. Graham, M.D., Chisholm. 


For Associate Membership, the following were ap- 
proved: Clarence S. Bossert, M.D., Mora: Rudolph C. 
O. Logefeil, M.D., Minneapolis; John deJ. Pemberton, 
M.D., Rochester; Ellery De. W. Simpson, M.D., Min- 
neapolis. 


For Service Membership the following were approved: 
Alex Barno, M.D., Minneapolis; James A. Bastron, 
M.D., Rochester; James Bellomo, M.D., St. Paul; 
Hector M. Brown, M.D., Walker; John Paul Dahlstet, 
M.D., Mankato: Neal B. Davis, M.D., Rochester; Elmer 
M. Doherty, M.D., New Prague; John A. Evert, Jr. 
M.D., Saint Paul: Clarence R. Ferrell, M.D., Grand 
Rapids; Gerald I. Freeman, M.D., Saint Paul; Benjamin 
F. Fuller, M.D., Saint Paul; Grant L. Garlock, M._D., 
Bemidji: Neill F. Goltz, MD., Saint Paul; Melvin L. 
Grais, M.D., M: nneapolis ; Glenn Gullickson, "MD.. Min- 
neapolis ; Warren W. Haesly, M.D., Winona ; George 
W. Haugen, M.D.., Minneapolis ; Robert J. Havel, M.D., 
Minneapolis ; George W. Heine. M.D., Little Falls; 
John J. Heisler, M.D., Minneapolis ; Donald E. Hogan- 
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son,’ M.D., Bemidji; Robert T. Hood, Jr., M.D., Ro- 
chester; Howard L. Horns, M.D., Minneapolis; Rollin 
i. Houle, M.D., New Brighton ; Curtis M. Johnson, M.D., 
Dawson; Harold C. Johnson, M:D., San Diego, Cali- 
fornia ; Peter J. Kitzberger, M.D., New Ulm; Malcolm 


3 Lester, Jr., M.D., Truman; Henry R. Lyons, M.D., 
Rochester; Sam M. Mackoff, M.D., Saint Paul; Rens- 
selaer W. McClure, Jr., M.D., Rochester; Norman B. 
Metcalf, M.D., Princeton; Donald W. Mulder, M.D., 
Rochester ; Valentine O’ Malley, M.D., Saint Paul; Calvin 
R. Openshaw, M.D., Rochester; William B. Parsons, 
Jt., M.D., Rochester; Charles R. Peluso, M.D., Minne- 
apolis; David R. Philip, M.D., Windom; Edward J. 
Richardson, M.D., Saint Paul; Richard J. Salk, M.D., 
Herman; Arnold G. Schwyzer, M.D., Ah-Gwah-Ching; 
= %. Siegel, M.D., Saint Paul; George Randall Smith, 
M.D., Hutchinson ; Robert A. Stoy, M.D., Little Falls; 
Lawrence J. Swanson, M.D., Saint Paul; David C. U tz, 
M.D., Rochester; John Edward Verby, M.D., Litchfield ; 
D. E. Westover, ‘M.D. Saint Paul; Louis James Wilson, 
M.D., Winona; Charles M. Zeigler, M.D., Pine River. 


The Council appointed a temporary committee of five 
to study the possibility of establishing a uniform and 
central malpractice insurance program, with a view to 
making a financial saving in rates. This committee was 
instructed to report findings to the Council at the Sep- 
tember meeting. 


On the basis of a survey of publication costs and 
possible revenues, of MINNESOTA MeEpICINE, the Council 
recommended that actual publication responsibilities for 
the journal remain in the hands of Bruce Publishing 
Company since it was clear, on the basis of the findings, 
that no saving would be effected by transfer of these 
responsibilities to the State Office. Also, that advertising 
rates be raised for the year 1954 to equal the rates 
charged by other medical journals of comparable circu- 
lation, for national advertising. That an effort be made, 
also, to increase the amount of local advertising in the 
journal. An effort is to be made, likewise, to increase 
the number of pages available for advertising so as to 
increase revenue and avoid the annual deficit. Mr. R. R. 
Rosell, Executive Secretary, was requested to take over 
business management of the journal in place of Mr. J. 
R. Bruce of the Bruce Publishing Company, who 
resigned. 

The Council also deferred action on a request for 
development of a standardized medical report form for 
use in reporting health and accident cases, pending 
action by the American Medical Association’s Council 
on Medical Service. It directed the Committee on 
Chronic Illness to develop an exhibit for the annual 
meeting of the American Association of Nursing Homes 
to be held in Minneapolis and referred a proposed edu- 
cational program developed by a committee of the Amer- 
ican Academy of Orthopaedic Surgeons on the public 
care of the crippled child to the Association’s Committees 
on Child Health, Fractures and General Practice, for 
study and recommendations. It also approved affiliation 
of University of Minnesota Hospitals with the Minne- 
sota Hospital Service for a year’s trial period, on recom- 
mendation of the Associaticn’s Committee on University 
Relations, with the understanding that the Dean of the 
Medical School be requested to submit an annual report 
to the Council on the number of Blue Cross patients, the 
number of other patients admitted each year and the 
county and referring physician. 

Following the dinner recess. the Council discussed two 
Proposed changes in the By-Laws. The first, providing 
that payment of AMA dues be made a requirement for 
membership in the State Association, was tabled pending 
submission to the House of Delegates of the American 
Medical Association in New York of a resolution calling 
for the American Medical Association to make payment 
ot current AMA dues, only, sufficient 'for membership in 
gocd standing, in the event that the State Association 
should make such payment a prerequisite to membership. 
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SUMMARY OF PROCEEDINGS 


The second change read as follows (new matter, in 
capital letters) : 


“Section 7. MEMBERS SHALL BE SUBJECT TO 
CENSORSHIP, SUSPENSION OR EXPULSION 
FOR GOOD CAUSE AND AFTER DUE NOTICE 
AND HEARING FROM THE COMPONENT MEDI- 
CAL SOCIETY AND FROM THE STATE ASSO- 
CIATION. REGULATION OF PROFESSIONAL 
ANNOUNCEMENTS AND OTHER’ INFORMA- 
TION ABOUT MEMBERS MADE PUBLIC BY 
MAIL, PRESS, RADIO AND OTHER SUCH 
MEANS SHALL BE THE CONCERN OF THE 
COUNTY OR DISTRICT MEDICAL SOCIETY IN- 
VOLVED (AND THE DECISION OF THESE SO- 
CIETIES ON SUCH MATTERS SHALL BE 
FINAL). Any physician who may feel aggrieved by the 
action of the society of his county or district in refus'ng 
him membership, or in suspending, censoring or expelling 
him shall have the right to appeal to the Council, and if he 
desires, to the Judicial Council of the American Medical 
Association. SUCH APPEAL TO THE COUNCIL 
SHALL BE PREFECTED WITHIN SIX MONTHS 
FOLLOWING THE DATE OF DECISION BY THE 
CONSTITUTED AUTHORITY OF THE COM- 
PONENT MEDICAL SOCIETY. Only on the basis 
of QUESTIONS OF law and procedure should final 
determination rest with either the Council of the Min- 
nesota State Medical Association or the Judicial Coun- 
cil of the American Medical Association.” 

This change was approved for submission to the House 
of Delegates. 

Other actions included recommendation for passage by 
the House of a resolution on the subject of public critic- 
ism by physicians or physicians’ org: anizations, prepared 
by the Minnesota Academy of General Practice; nomi- 
nation of Dr. Frank H. Krusen of Rochester for the 
President’s “Physician’s Award of 1953,” as Minne- 
sota’s candidate, for facilitating employment of physi- 
cally handicapped persons; decision to send Dr. G. B. 
Logan, chairman of the Committee on Child Health, or 
a member of his committee, as delegate to the Fourth 
Annual Conference on Physicians and Schools; reference 
of the group insurance program of the Charles O. Finley 
Company to the Committee on Medical Economics for 
study and report; appointment of Dr. C. G. Sheppard, 
Speaker of the House of Delegates, as alternate advisor 
in Minnesota to the Student American Medical Associa- 
tion with instruction that either he or Dr. R. H. Creigh- 
ton, advisor, attend the 1953 convention of the group: 
reference of the proposals made by the Northern and 
Southern Medical Associations for extension of nurse 
training programs to rural hospitals, to the Committee 
on Hospitals and Medical Education. A resolution of 
thanks for assistance during the 1953 session of the 
Legislature from the Minnesota Pharmaceutical Asso- 
ciation was accepted. 

Possible changes in Blue Shield contracts were outlined 
and discussed by Dr. FE. J. Simons, Dr. I. Sohlberg 
and Mr. F. Manley Brist, and the Council adjourned 
until the next day, after instructing that the Blue Shield 
matter be presented to the House of Delegates at the 
Monday meeting. 


The report of the Council was accepted as a whole 
with the understanding that the change proposed in the 
By-Laws was to be read and voted cn, separately and 
finally, at the next day’s session. 


Report of the Finance Committee 
Speaker She; ard then called on Dr. J. M. Waugh, 
chairman of the Finance Committee of the Council, who 
outlined the financial condition of the Association and 
reported that the deficit of 1951 has been erased with 
the aid of the special assessment and that the year 1952 
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ended with a balanced budget. He strongly recommended, 
however, that the $10 assessment be made a permanent 
part of the dues which would then be $40 instead of $30 
a year for the state association. The recommendation 
was based upon increased operating expenses of the 
association, plus the need for larger cash reserve for 
operation. 

The permanent Investment Fund of the Association 
now has a market value of approximately $116,000, he 
reported, and is still somewhat short of the goal which 
has been set at an amount approximating the annual 
budget of the association. It was designed by the found- 
ers as a reserve to be used only in case of a catastrophic 
situation. 

Dr. Waugh asked that the report be adopted and that, 
with its adoption, the dues be raised, as suggested. 

It was moved, seconded and unanimously voted that 
the report be accepted and the dues raised for the state 
association from $30 to $40 a year. 


Further Changes in the By-Laws 


At the request of Speaker Sheppard, Dr. P. J. Pan- 
kratz of Mountain Lake, chairman of the Interim Com- 
mittee on Changes in the By-Laws, appointed last year 
by the House of Delegates, proposed four changes hav- 
ing to do with appointment of the nominating committee, 
with selection of the First Vice President and his duties, 
and with the caucuses directed to be held in each coun- 
cilor district from which a councilor is to be elected. 

These changes were submitted in accordance with the 
provision of the constitution on changing the By-Laws, 
to be voted on at the next meeting of the House of 
Delegates. 

Speaker Sheppard then read, as follows, the changes 
in the Constitution and By-Laws presented last year 
(altered passages indicated in capital letters), for final 
vote of the delegates at this meeting: 


Constitution 


Article I—THE NAME OF THIS ORGANIZA- 
TION IS THE MINNESOTA STATE MEDICAL 
ASSOCIATION, WHICH MAY HEREINAFTER 
BE REFERRED TO AS THE ASSOCIATION, 


Article II1I—Location. THE HEADQUARTERS OF 
THE MINNESOTA STATE MEDICAL ASSOCIA- 
TION, INCORPORATED UNDER THE LAWS OF 
MINNESOTA, IS LOCATED IN THE CITY OF 
SAINT PAUL, COUNTY OF RAMSEY AND 
STATE OF MINNESOTA. 


Article V—MEMBERSHIP CLASSIFICATIONS. 
THIS ASSOCIATION SHALL CONSIST OF AC- 
TIVE, LIFE, SERVICE, AFFILIATE, RESIDENCY, 
HONORARY AND ASSOCIATE MEMBERS, AS 
SPECIFIED IN THE BY-LAWS. 


Article VII—Annual Sessions and Meetings, Section 2. 
THE GENERAL TIME AND PLACE FOR HOLD- 
ING EACH ANNUAL SESSION SHALL BE FIXED 
BY THE HOUSE OF DELEGATES, EXCEPT 
THAT THE EXACT DATE OF THE SESSION 
MAY BE FIXED BY THE COUNCIL. 


Article 1X—Officers, Section 6. IN CASE OF VA- 
CANCY IN AN OFFICE, UNLESS OTHERWISE 
PROVIDED FOR IN THIS CONSTITUTION OR 
BY-LAWS, THE COUNCIL SHALL HAVE THE 
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POWER TO APPOINT TEMPORARILY A SUC- 
CESSOR, UNTIL THE HOUSE OF DELEGATES 
SHALL MEET AND ELECT ONE, OR UNTIL 
THE NEXT ANNUAL SESSION. 


Article X—Funds and Expenses.) THE ANNUAL 
DUES SHALL BE DETERMINED BY A TWO- 
THIRDS VOTE OF THE DELEGATES PRESENT 
FUNDS MAY ALSO BE RAISED FROM THE AS- 
SOCIATION’S PUBLICATIONS, BY VOLUNTARY 
CONTRIBUTIONS, AND IN OTHER MANNER 
APPROVED BY THE HOUSE OF DELEGATES. 
FUNDS MAY BE APPROPRIATED BY THE 
HOUSE OF DELEGATES TO DEFRAY EX- 
PENSES OF THE ASSOCIATION, FOR SCIENTI- 
FIC AND EDUCATIONAL PUBLICATIONS, AND 
FOR SUCH OTHER PURPOSES AS WILL PRO- 
MOTE THE ADVANCEMENT OF MEDICINE 
ALL RESOLUTIONS APPROPRIATING FUNDS 
MUST BE APPROVED BY THE COUNCIL BE- 
FORE ACTION IS TAKEN THEREON. 


It was moved, seconded’ and carried that each of the 
above changes be adopted and that they become a part 
of the Constitution and By-Laws of the Association. 

Dr. Leo Nash of Saint Paul, Chairman, reported for 
the committee appointed by the chair last year to evalu- 
ate the program of the University Cancer Detection 
Center, that complaints about the program of the Center 
have not been shown, after extensive study of the com- 
mittee, to be justified. The committee, therefore, endorsed 
the current program of the Center, especially as a teach- 
ing center for cancer detection for doctors of the state 
and as a research center for evaluation of established 
methcds of cancer detection, as well as a means of edu- 
cating people to demand periodic examinations of the 
type done at the Center, and recommended that the Min- 
nesota State Medical Association approve the extension of 
the program for one more year, the Minnescta Division 
of the American Cancer Society having agreed to finance 
the Center for that period. The report was accepted 
unanimously by the delegates. 

Speaker Sheppard then called for reports of the refer- 
ence committees. Dr. P. J. Pankratz of Mountain Lake 
gave the report of the Reference Committee on Medical 
Education Reports. 


Medical Education Reports 


_ Dr. Pankratz: The Reference Committee on Medical 
Education Reports met this morning at the Hotel Saint 
Paul. The following reports were considered : 


Committee on Cancer—A. H. Wells, M.D., Duluth, 
Chairman 

Committee on Conservation of Hearing—L. R. Boies, 
M.D., Minneapolis, Chairman 

Committee on First Aid and Red Cross and Committee 
on Blood and Blood Banks—John S. Lundy, M.D., 
Rochester, Chairman 

Heart Committee—F. J. Hirschboeck, M.D., Duluth, 
Chairman 

Committee on Hospitals and Medical Education—H. S. 
Diehl, M.D., Minneapolis, Chairman 

Committee on’ Public Health Nursing—Mario Fischer, 
M.D., Duluth, Chairman 

Committee on Syphilis and Social Diseases—H. ©. 
Irvine, M.D., Minneapolis, Chairman 

Committee on Tuberculosis—J. A. Myers, M.D., Min- 
neapolis, Chairman 

Committee on Vaccination and Immunization—R. N. 
Barr, M.D., Minneapolis, Chairman 
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The Committee accepted the reports with the follow- 
ing special comments and recommendations: That a new 
term, “audiology,” defined as the science of evaluating 
hearing, has been accepted by the Committee on Con- 
servation of Hearing and information should be made 
available as suggested about the Audiological Clinic at 
the University; that delegates should make a point of 
reading carefully the excellent report of the Committee 
on First Aid and Red Cross; that the increase in 
mcidence of infectious hepatitis reported by the Com- 
mittee on Vaccination and Immunization be noted, also 
its possible transmission by contaminated syringes and 
needles; and that the Committee be asked to request 
from the State Board of Health a definition and outline 
of an accepted technique for mass immunization pro- 
grams and that the information be distributed to county 
medical societies and public health nurses; that the Min- 
nesota Department of Health be commended for its 
cancer program and that the report of the Cancer Detec- 
tion Center Committee (heard earlier), be commended 
and approved; that efforts to increase the number of 
medical students and nurses accepted for training and 
graduation be especially commended as reported by the 
Committee on Hospitals and Medical Education and that 
the large number of new hospitals and hospital additions 
built in Minnesota without Federal aid be noted; that 
special commendation be bestowed upon the Committee 
on Syphilis and Social Diseases for its work in lowering 
incidence of these diseases, but that the need of constant 
vigilance should be stressed: and that s»ecial note should 
be made of the fact that the number of blood samples 
marked “pregnancy,” submitted for analysis, is roughly 
only one-half the number of daily births; that the State 
Board of Health should be strongly supported by the 
Association in every phase of its tuberculosis control 
program. 


The House of Delegates approved the report of the 
Reference Committee on Medical Education Reports as a 
whole. Speaker Sheppard then called for the report of 
the Reference Committee on Miscellaneous Scientific 
Reports, Dr. Claude J. Ehrenberg, Minneapolis, Chair- 
man. 


Miscellaneous Scientific Reports 


Dr. EHRENBERG : The Reference Committee for Mis- 
cellaneous Scientific Reports met this morning and con- 
sidered the following reports: 


Committee on Anesthesiology—R. C. Adams, M.D., 
Rochester, Chairman 

Committee on Brucellosis—W. W. Spink, M.D., Min- 
neapolis, Chairman 

Committee on Child Health—G. B. Logan, M.D., Ro- 
chester, Chairman 

Committee on Chronic IIness—E. L. Tuohy, M.D., 
Duluth, Chairman 

Editorial Committee—Carl B. Drake, M.D., Saint 
Paul, Chairman 

Committee on Diabetes—J. R. Meade, M.D., Saint 
Paul, Chairman 

Committee on Fractures—E, T. Evans, M.D., Minne- 
apolis, Chairman 

Committee on General Practice—R. H. Creightcn, 
M.D., Minneapolis, Chairman 

llistorical Committee—Robert Rosenthal, M.D., Saint 
Paul, Chairman 

Committee on Industrial Health—L. S. Arling, M.D., 
Minneapolis, Chairman 

Committee on Maternal Health—J. J. Swendson, M.D., 
Saint Paul, Chairman 

Ce me i: on Medical Testimony—E. M. Hammes, 

, M.D., Saint Paul, Chairman 
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Committee on Military Affairs—J. H. Tillisch, M.D., 
Rochester, Chairman 

Committee on Nervous and Mental Diseases—W. P. 
Gardner, M.D., Saint Paul, Chairman 

Committee on Ophthalmology—T. R. Fritsche, M.D., 
New Ulm, Chairman 

Committee on Public Health Education—F. J. Elias, 
M.D., Duluth, Chairman 

Radio Committee—R,. M. Burns, M.D., Saint Paul, 
Chairman 

Speakers’ Bureau—H. M. Carryer, M.D., Rochester, 
Chairman 


The Committee approved these reports with the follow- 
ing comments: That the Minnesota Society of Anes- 
thesiologists be regularly given one session at the annual 
meeting, or part of a session, for a program on anes- 
thesiology and in view of the fact that, though the 
number of maternal deaths in Minnesota in 1952 was 
very low, four were due to anesthesia, speakers on the 
subject be invited to address county and district medical 
societies; that the Committee on Brucellosis be discon- 
tinued as recommended; that particular attention be paid 
to the rehabilitation program of the State Board of 
Health as noted by the Committee on Chronic Illness; 
that the campaign to find hidden diabetes sponsored by 
the Committee on Diabetes and county medical societies 
all over the state has reached many people in Minnesota, 
with the Hennepin county society reaching some 36,000 
and of these well over one hundred were found with 
sugar in the urine; that the recommendation of the 
Committee on Fractures for establishment of first aid 
training in the seventh and eighth grades (a proposal to 
be acted upon by the Committee on First Aid and Red 
Cross, also, in the course of this meeting) and the 
endorsement of employment by the Minnesota Department 
of Health of a Health Educator in Child Accident Pre- 
vention (also recommended by the Committee on Child 
Health) be noted and approved; that the recommenda- 
tion by the Committee on General Practice that the 
president of the Minnesota Academy of General Practice 
become chairman of the committee, upon his retirement 
from office, appears agreeable to all and should be con- 
sidered; that employment of Mrs. Nora Guthrey of 
Rochester as special writer and investigator for the 
Historical Committee is desirable; that the Committee 
on Maternal Health should be commended for doing one 
of the ablest jobs in the country in determining causes 
of maternal deaths; in that connection attention was 
called to the fact that the maternal death rate in Minne- 
sota includes maternal, as well as obstetrical deaths, as 
opposed to many other states where obstetrical deaths 
alone are included; that physicians are apparently not 
reporting instances of unethical medical testimony to the 
Committee on Medical Testimony; that the work of the 
Committee on Military Affairs should be considered in 
co-operation with the Committee on Industrial Health to 
avoid confusion in plans made by each of them for 
disaster aid in Civil Defense; that mental health matters 
are probably in. very good hands in the state, in spite of 
the fact that the office of Commissioner of Mental Health 
has been abolished; that attention should be called to the 
Eye Pathology Laboratory which the Greater University 
Fund will support at the University, in connection with 
the report of the Committee on Ophthalmology, and 
donations can be earmarked for this purpose: that the 
delegates be urged to review the report of the Committee 
on Public Health Education, including reports of the 
Radio Committee and the Speakers’ Bureau, in detail. 


The delegates voted to accept the report of the Refer- 
ence Committee on Miscellaneous Scientific Reports and 
Speaker Sheppard called on Dr. E. C. Bayley of Lake 
City, Chairman of the Reference Committee on Medical 
Economics Reports. 
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Medical Economics Reports 


Dr. Baytey: The Reference Committee on Medical 
Economics Reports met this morning and considered the 
following reports: 


Editing and Publishing Committee—E. M. Hammes, 
Sr., M.D., Saint Paul, Chairman 

Committee on Hospitals and Professional Relations— 
J. Minott Stickney, M.D., Rochester, Chairman 

Committee on Interprofessional Relations—W. P. 
Gardner, M.D., St. Paul, Chairman 

Medical Advisory Committee—W. H. Hengstler, M.D., 
Saint Paul, Chairman 

Committee on Medical Economics—George Earl, M.D., 
Saint Paul, Chairman 

Committee on Medical Ethics—Louis A. Buie, M.D., 
Rochester, Chairman 

Committee on University Relations—F. J. Elias, M.D., 
Duluth, Chairman 


The Committee moved acceptance of these reports with 
the following comments and suggestions: That the Edit- 
ing and Publishing Committee be commended for show- 
ing a profit of more than $4,000; that the Principles of 
Medical Ethics of the American Medical Association 
should be adopted by the Minnesota State Medical Asso- 
ciation; that the Committee on Medical Economics be 
commended for its vigilant stand against the threat of 
socialized medicine and that it be urged to continue its 
study of improvements in the state’s coroner system; 
that parents of students all over the state who partic- 
ipate in athletic contests under the Minnesota State 
High School League and in the current athletic benefit 
plan be informed that medical benefits under the plan 
are only partial payments for services rendered; that 
every county and district societv should have a Grievance 
Committee to consider and evaluate complaints; that the 
Medical Advisory Committee be commended for its 
report and that an effort to ascertain the amount of 
actual losses by insurance companies in the state be 
suggested to the committee, as distinct from reserves set 
up by the companies to cover pending cases, also that 
the membership be told again that accurate data on the 
incidence and disposition of all claims would be available 
without reliance upon insurance companies, if 100 per 
cent co-operation could be obtained by the state office 
from all members threatened with suit. 


Following discussion by Dr. L. A. Buie of Rochester, 
Chairman of the American Medical Association’s Judicial 
Council, on the advisability of making the Principles of 
Medical Ethics the official standard of all state associa- 
tions, the delegates voted to accept the report as a whole 
and the Speaker called for the report of the Reference 
Committee on Miscellaneous Medical Economics Reports, 
Dr. A. E. Brown of Rochester, Chairman. 


Miscellaneous Medical Economics Reports 


Dr. Brown: The Reference Committee on Miscellan- 
eous Medical Economics Reports met this morning and 
considered the following reports: 


Insurance Liaison Committee—Clarence 
M.D., Chisholm, Chairman 

Committee on Medical Service—]. A. Bargen, M.D., 
Rochester, Chairman 

Committee on Rural Medical Service—Paul C. Leck, 
M.D., Austin, Chairman 

Committee on State Health Relations—C. E. Proshek, 
M.D., Minneapolis, Chairman 

Committee on Veterans Medical Service—R. H. Creigh- 
ton, M.D., Minneapolis, Chairman 


Jacobson, 


Reports of. these committees were all accepted for 
approval by the delegates with the following comments: 
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That the Committee on Rural Medical Service be com- 
mended for an excellent job in promoting rural health 
education and that the Woman’s Auxiliary be given 
special thanks for its part in this work; that the Com- 
mittee ori State Health’ Relations also be commended for 
its continuing effort to improve the coroner system in 
the State; that the Athletic Benefit Plan of the Min- 
nesota High School League (touched on by the Refer- 
ence Committee on Medical Economics Reports) be more 
fully considered by the delegates and that some insurance 
plan be worked out that would more adequately carry 
athletes through serious injuries and that some method 
of making sure that parents have a better understanding 
of the scope of this insurance be worked out, also. 
Extensive discussion of possibilities for insurance, to be 
financed either by the school board, or athletic funds, or 
by the parents, followed, and Dr. Bargen was instructed 
to see that a letter explaining the present status and pur- 
pose of the plan to all parents be sent out as proposed 
by the League this fall. 


The delegates accepted the report of the Reference 
Committee on Miscellaneous Medical Economics Reports, 
and Speaker Sheppard called for the report of the Refer- 
ence Committee on Officers and Councilors Reports, Dr. 
L. E. Steiner, Albert Lea, Chairman. 


Officers and Councilors Reports 


Dr. STEINER: The Reference Committee on Officers 
and Councilors Reports met this morning and the fol- 
lowing reports were .discussed: Secretary and Executive 
Secretary, Treasurer, Chairman of the Council and 
Councilors of districts one through nine. 

The reports of all officers and councilors were con- 
sidered and approved by the reference committee with 
the followi ing comments : That the work of the Secretary 
and Executive Secretary has continued on a high level 
and that they should be commended for their fine work 
of the past year; that the Council and delegates be 
requested to give the matter of the Physicians’ Assistance 
Fund further consideration. 

The delegates accepted the report and adjourned at 
4:40 p.m. 


Second Meeting, Sunday, May 17, 1953 


The second meeting of the House of Delegates ccn- 
vened in the Continental Room of the Hotel Saint Paul, 
Saint Paul, at 8:15 p.m., Sunday, May 17, 1953. 

Speaker Sheppard called on Dr. A. J. Chesley and 
Dr. R. N. Barr of Minneapolis for a report from the 
Minnesota Department of Health. 

Dr. Chesley cutlined major actions by the Leg’siature 
at its last session which affect the work of his depart- 
ment and the medical profession, notably the continua- 
tion of the Commission on Alcoholism for which $7,500 
was appropriated to cover salary of a state consultant, 
expenses of an advisory board of nine and of a secretary 
stenographer, all to be developed under direction of the 
State Board of Health; also continuation of the study 
of requirements for care of the aged and chronically ill. 
He noted that grants-in-aid from the federal government 
have been drastically curtailed and that the program of 
mass tuberculosis case finding by means of mobile x-ray 
units will have to be discontinued except where surveys 
are already under way or have been promised; also that 
registrations and reports for the Division of Vital Statis- 
tics have now been organized cn a county rather 
than a local community basis, except where cities have 
definitely specified a local city basis by ordinance; that 
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it is hoped to set aside a laboratory room in the depart- 
ment headquarters for virus work, especially in view of 
new developments in influenza research; but that no 
funds will be available for the evaluation study of new 
tuberculosis drugs suggested by the medical association’s 
Committee on Tuberculosis. 


Dr. Barr pointed out that the care and rehabilitation of 
chronic diseases is the biggest problem facing the depart- 
ment, as well as the medical profession; that many new 
beds for the care of the chronically ill have been built 
during the past year; but that hospital beds are only one 
aspect of the problem which requires also medical care, 
nursing homes easily become overcrowded and under- 
problem of all right now is maintenance of standards 
in all these services and in this work doctors are the 
biggest factor and must take the lead. He also noted that 
nursing homes easily become over-crowded and under- 
staffed; but that where facilities are provided for re- 
habilitation and where activity is systematically encour- 
aged it is possible, as in Oak Ridge home in Minneapolis, 
for 66 per cent of the patients to walk out of the hos- 
pital and save the state untold amounts of money. With 
respect to the cut in aid for the tuberculosis program, 
Dr. Barr pointed out that routine hospital admission 
x-rays, sponsored by the association’s committee and the 
Council, will find twice as many unsuspected cases as 
the mass x-ray surveys and that services performed by 
these mobile units can and should be taken up by doctors 
and medical services of local communities. He drew 
attention to the effectiveness of the maternal mortality 
program of the doctors in terms of lowered death 
rates in Minnesota. 


Speaker Sheppard called on Dr. R. H. Wilson of 
Winona, Chairman of the Medical Advisory Committee 
of the State Division of Social Welfare, who reported 
that his committee has had fine co-operation from the 
Division of Social Welfare. No policy affecting medi- 
cine, no fee schedule or drug program is ever put into 
effect without clearing with the Medical Advisory Com- 
mittee. He pointed to the difference between the budget 
for medical care when he first went on the committee, 
which was $500,000, and the $13,000,000 appropriated for 
the next biennium and emphasized that, although the 
entire program is labelled “medical care,” physicians 
receive only about 15 per cent of the appropriation. The 
rest goes for hospital and other services. One reason for 
the large amount appropriated is that no limit is placed 
on medical services and more people are taking advantage 
of the program partly because it is ‘free and partly 
because many families no longer take care of the ill and 
aged at home. To help cut down medical expenses he 
urged all doctors to discharge patient-clients from gen- 
eral hospitals as soon as possible. He also urged that 
every county society appoint an active medical advisory 
committee of its own to assist the state committee and 
iron out as many problems as possible at home. He also 
suggested that physicians consider establishment of a 
uniform fee schedule for the state, based upon the Blue 
Shield schedule. No uniform schedule will be forced 
upon the doctors by the state department; and no such 
schedule has been in use since the early days of the 
SERA when a schedule was adopted providing roughly 
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for 334% per cent of average fees. Many difficulties arise 
because of the discrepancy between fees in smaller towns 
and the cities. 

Dr. F. F: Callahan, Saint Paul, Director of Medical 
Service for the Division of Social Welfare, emphasized 
the advantage of active local medical advisory com- 
mittees, declaring that very little trouble over fees ever 
arises where such committees function. 

After a report from Dr. L. L. Sogge of Windom, 
Chairman of the Public Policy Committee, and Mr. F. 
Manley Brist, attorney for the Association, Speaker 
Sheppard called for the Necrology report from Dr. F. J. 
Hirschboeck of Duluth, A moment of silence was 
observed. 

After calling attention of the delegates to the special 
section devoted to “100 Years of Medicine in Minnesota” 
published that morning by the Saint Paul Pioneer Press 
and Dispatch in honor of the centennial meeting of the 
Association, Speaker Sheppard adjourned the meeting 
at 9:30 p.m. 


Third Meeting, Monday, May 18, 1953 


The House of Delegates reconvened at 1:20 p.m. at 
the Continental Room, Hotel Sajnt Paul, Saint Paul, 
Minnesota, with Speaker Sheppard presiding. 

Dr. E. M. Hammes, Sr., Saint Paul, Chairman of the 
Editing and Publishing Committee, announced that Dr. 
Carl B. Drake had resigned after thirty-four years as 
editor of the Association’s journal, MINNESOTA MEDICINE, 
and that the committee had not yet selected an editor to 
take his place. He also suggested that a vote of thanks 
and appreciation be given by the delegates to Dr. Drake 
for his long and distinguished service. 

It was unanimously voted to send to Dr. Drake a reso- 
lution embodying the thanks and appreciation of the 
delegates, and Speaker Sheppard called for final’ action 
on proposed changes in the By-Laws. 


Changes in the By-Laws 


It was unanimously voted to make the following 
changes (read for the first time, at the first meeting, 
Sunday, May 17): 


Chapter I, Section 6, having to do with associate 
members. 

Chapter I, Section 9, having to do with residency 
members. 

Chapter II, Section 9, having to do with duties of the 
Nominating Committee of the House of Delegates. 

Chapter III, Section 4, having to do with selection of 
nominees for the office of councilor. 

Chapter IV, Section 3, having to do with duties of the 
Vice President. 

Chapter IV, Section 4, having to do with duties of the 
Speaker of the House of Delegates with respect to sub- 
mitting names of nominees for the office of councilor. 

Chapter VII, Section 7, having to do with county and 
district societies. 

Speaker Sheppard then called for a special report from 
the Committee on First Aid and Red Cross, Dr. John S. 
Lundy of Rochester, chairman, which met earlier the 
same day to consider the program of first aid education 
proposed by the Committee on Fractures for seventh 
and eighth grade students. : 

Dr. Lundy recommended for this committee that a 


plan be set up to increase emphasis on first aid training 
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in the schools of Minnesota, including disaster training 
and planning; That this program include all grades of 
the junior and senior high schools; That the plan be 
drawn up by competent groups and presented to the 
Commissioner of Educaticn for this approval. 


The report was unanimously approved, and Speaker 
Sheppard called on Dr. W. R. Humphrey of Stillwater 
to outline the status and needs of the Physicians’ Assist- 
ance Fund. 


Dr. Humphrey reported that out of a paid member- 
ship in the Association of 2,876 last year, only 321 mem- 
bers had contributed to the fund. The amount of money 
realized was only $3,936 which was obviously not enough 
to enable the committee to put any program in operation. 
The committee felt from the beginning, Dr. Humphrey 
said, that fund raising should not be left to voluntary 
contributions. Some men could be depended upon to 
give more than the suggested $10 apiece and others 
would fail to give any at all. Actually, one society, the 
Park Region Medical Society with fifty-six members, 
made fifty-nine contributions and realized $640, while 
some other bigger societies gave hardly anything at all. 
Many of the men who need help are not 100 per cent 
needy, Dr. Humphrey said. Some have inadequate fixed 
incomes, or they may need help with hospital bills, or 
they are disabled by illness or have encountered other 
misfortunes. It is the opinion of the committee that the 
volunteer method having been tried and having failed, 
every active member of the association who has not 
already invested at least $10 in this fund should be 
assessed $10. 

In the discussicn which followed it was revealed 
that eight or nine physicians in the state are in need of 
help at the present time; but that there has not been 
sufficient experience with the problem to be certain how 
large a fund would be needed, or how often the assess- 
ment would have to be made. 

It was accordingly moved, seconded and carried that 
all active dues-paying members who have not already 
contributed at least $10 to the Physicians’ Assistance 
Fund be assessed $10 for the year 1953, with all details 
as to the date when jhe assessment is due and when a 
member may be declared delinquet for nonpayment, and 
also as to methods of collection and disbursement be 
left to the decision of the Council. 

Speaker Sheppard then called for the report of the 
Resolutions Committee, Dr. R. H. Wilson of Winona, 
Chairman. 

Resolutions of thanks and appreciation to the Ramsey 
County Medical Society as host for the centennial meet- 
ing, to the Minneapolis Tribune and the Minneapolis 
Star for their excellent reporting of the meeting, to the 
Saint Paul Pioneer Press and Dispatch for the special 
centennial supplement on “100 Years of Medicine in 
Minnesota,” to the Hotel Lowry and Hotel Saint Paul, 
the Saint Paul Auditorium and the Saint Paul Asso- 
ciation for their contributions to the comfort of guests 
and success of the meeting were read by Dr. Wilson 
and passed unanimously by the delegates. 


A resolution of appreciation to Mr. F. Manley Brist of 
Saint Paul, attorney for the Association, for his contri- 
bution to medicine through the work of the Committee 
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on Public Policy, the Minnesota State Board of Medical 
Examiners and Minnesota Medical Service was sub- 
mitted by the Upper Mississippi and the Stearns-Ben- 
ton Medical Societies and presented by Dr. Wilson. Also 
a resolution of thanks to Dr. L. L. Sogge for his long 
service as President, as Councilor and as Chairman of 
the Committee on Public Policy was submitted by the 
same societies. Both resolutions were passed unanimously 
with a rising vote of applause by the entire assembly. 
A resolution placing the Minnesota State Medical 
Association whole-heartedly behind the study now being 
made by the Legislative Research Committee, at the 
direction of the 1953 Legislature, on improvements which 
should be made in the state’s coronor system was passed 
for submission to the Research Committee. A resolution 
from the Renville County Medical Society on the sub- 
ject of the Veterans Administration was referred for 
study to the Committee gn Veterans Medical Service. 
The following resolution from the Minnesota Academy 
of General Practice was unanimously passed. It paral- 
leled several other resolutions from the Renville, Ramsey, 
Stearns-Benton and Park Region societies. 


WHEREAs it is agreed that public criticism of one physi- 
cian by another is a violation of the principles of medi- 
cal ethics of the American Medical Association and 

WHEREAS in recent months nation-wide publicity has 
‘been given to intra-professional criticism and 

WHEREAS such statements have tended to extol one 
— of medical practice and disparage another, 
anc 

WuerEAS these statements are considered inimical and 
unbecoming to the dignity of the profession 

‘THEREFORE BE IT RESOLVED that the House of Delegates 
of the Minnesota State Medical Association condemn 
such statements and direct that its delegates to the 
American Medical Association convening in New York 
in June, 1953, and 

BE IT FURTHER RESOLVED that the delegates of the Min- 
nesota State Medical Association to the American 
Medical Association further any effort made in the 
American Medical Association to curb such irresponsi- 
ble action in the future, and 

BE IT FURTHER RESOLVED that a copy of this resolution 
be forwarded to the Council on Medical Practice of 
the American Medical Association. 


The following resolution, incorporating resolutions 
from the Upper Mississippi, Todd County, and Stearns- 
Benton Societies, was passed by the delegates: 


Wuereas there has been a marked lack of uniformity 
in the fee schedules as regards old age recipients, aid 
to dependent children and the blind in our state social 
welfare program, and 

WHEREAS it would facilitate matters very much on the 
state level if we had a uniform ‘fee schedule system 
throughout the State of Minnesota for these welfare 
cases. 

THEREFORE BE IT RESOLVED that we recommend that the 
component medical societies of the State of Minnesota 
negotiate with their local welfare boards regarding 
the adoption of the Blue Shield fee schedule, with nec- 
essary supplements, as a standard fee schedule for 
these welfare cases throughout the state. 


The final resolution was introduced by Dr. Wilson as 
submitted last year by Leo Nash of Saint Paul. The 
resolution specifically condemned consultation with cult- 
ists, in conformity with the Principles of Medical 
Ethics of the American Medical Association, and di- 


MINNESOTA MEDICINE 











rect 
the 
auth 
plait 
dele; 
S) 
Cha 


con 


lutl 
nuz 


dir 


the 


wh 


tha 
op! 
be: 
po 


ter 
Sh 


by 
Tel 
the 





lical 
sub- 
3en- 
Also 
jong 
1 of 
the 
usly 
bly. 
lical 
eing 
the 
hich 
ssed 
ition 
sub- 
for 
€. 
emy 
iral- 
sey, 


1ysi- 
1edi- 
and 
has 


one 
ther, 


and 


zates 
lemn 
| the 
Y ork 


Min- 
rican 
| the 
onsi- 


ution 
‘e of 


tions 
arns- 


‘mity 
, aid 
social 
n the 
stem 
fare 
t the 
esota 
rding 
. nec- 
» for 


on as 
The 
cult- 
-dical 
d di- 


ICINE 








rected that offenders be reminded of this violation of 
the principles of medical ethics by proper judiciary 
authorities of the state or constituent society, on com- 
plaint of members. It was unanimously passed by the 
delegates. 

Speaker Sheppard called for the final report of the 
Chairman of the Council, Dr. A. O. Swenson of Duluth. 


Report of the Chairman of the Council 


Dr. SweENsON: The second meeting of the council in 
connection with the 100th Annual Meeting was called 
to order at 8:30 a.m. Sunday, May 17, 1953. 

The Council recommended approval by the House 
of Delegates of a three-year continuation of the Can- 
cer Detection Center at the University of Minnesota. 
Plans outlined provided for continuing the present pa- 
tient load at the ratio of one-third new patient exami- 
nations to two-thirds re-check examinations with the 
reduction after March 1, 1954, to one-sixth new patient 
examinations and an increase to five-sixths re-check 
examinations, so as to keep the average load at about 
5,000. 

The Council also recommended approval of a plan 
to set up a one-year Laboratory Aid Training program 
at the University, including six months of hospital 
training for each trainee. 

The following nominations for Delegates and Alter- 
nates to the American Medical Association were sub- 
mittee to be voted on by the delegates: Drs. George Earl, 
Saint Paul; O. J. Campbell, Minneapolis; F. J. Elias, 
Duluth, as delegates: Drs. E. M. Hammes, Sr., Saint 
Paul; W. W. Will, Bertha; and A. O. Swenson, Du- 
luth, as alternates, respectively. 

To clarify the period which must be covered by an- 
nual reports from Association committees, the Council 
directed that the committee year should coincide with 
the calendar year and that all annual reports should 
cover that period, with supplemental reports to be made 
when needed after consultation with new committee 
chairman, officers and councilors. 

It was decided, also, that a quorum for conducting 
committee business should consist of a majority of the 
members; but that business might be transacted by 
a minority of members with the right reserved by the 
Council to reject their report and ask for further con- 
sideration. 

The Chairman reported that the National Health 
Council which he attended in New York, as repre- 
sentative of the Council, took no action on the report 
of the President’s Commission on the Health Needs of 
the Nation after two days’ discussion. He reported, also, 
that multiple Blue Shield contracts of varying costs and 
benefits would best serve the needs of the public in the 
opinion of the Health Council. 

Transfer of Freeborn County Medical Society mem- 
bership from Council District 1 to District 2 was re- 
ported and approved, 

The Council re-convened Monday at 8:30 a.m. lis- 
tened to plans for future developments of the Blue 
Shield (outlined below for the delegates), concurred in 
expression of appreciation made at Sunday’s meeting 
by the delegates for ‘the work of Dr. Carl B. Drake, 
retiring editor of MINNESOTA MEDICINE, and authorized 
the Editing and Publishing Committee to obtain the 
services of a new editor with arrangements for his 
salary to ‘be reviewed by the Council. 


Speaker Sheppard then called on Dr. E. J. Simons, 
Medical Director of Blue Shield, for a report of changes 
contemplated both in subscriber benefits and in fees, 
including, also, an increase in income level for sub- 
scribers below which benefits represent complete fees 
‘for services. Consideration is also being given, accord- 
ing to Dr. Simons, to a so-called $5,000 contract pro- 


Scpremser, 1953 


SUMMARY OF PROCEEDINGS 


viding for considerable increase in benefits and in fees 
to doctors at a larger cost to subscribers, with the in- 
come level considerably higher than the level of the 
standard contract. Increases are contemplated in ma- 
ternity benefits, in anesthesia benefits and in some sur- 
gical operations. Also, extension of benefits to treatment 
of sprains and strains with associated x-ray is con- 
templated. 

Dr. Swenson’s report and the plans for development 
of Blue Shield were both unanimously accepted by the 
delegates. 

Speaker Sheppard then called for the reports of the 
Nominating Committee, Dr. O. M. Heiberg of Worth- 
ington, Chairman, and two recommendations, as fol- 
lows, were proposed by the committee and unanimous- 
ly accepted: 


1. That councilors, in accordance with the change in 
the By-Laws adopted at this session, submit short bio- 
graphical sketches with the names of candidates from 
their respective districts for the office of First Vice 
President, in advance of the meeting, so that the Nomi- 
nating Committee may be informed of their qualifica- 
tions. 

2. That one member of the Nominating Committee 
of the previous year be appointed each year to help 
maintain continuity. 

Nominations were then made as follows. After further 
nominations were asked for from the floor by the Chair, 
all were unanimously elected. 


President-Elect—Justus Ohage, M.D., St. Paul 

First Vice President—Paul 'C. Leck, M.D., Austin 

Second Vice President—Vernon D. E. Smith, M.D., 
Saint Paul 

Secretary—B. B. Souster, M.D., Saint Paul 

Treasurer—W. H. Condit, M.D.., Minneapolis 

Speaker of the House of Delegates—C. G. Sheppard, 
M.D., Hutchinson 

Vice Speaker of the House of Delegates—H. M. Car- 
ryer, M.D., Rochester 

Councilor—First District—J. Minott Stickney, Jr., 
M.D., Rochester 

Councilor—Second District—R. C. Hunt, M.D., Fair- 
mont 


a alicia District—A. O. Swenson, M.D., Du- 
uth 


George A. Earl, M.D., Saint Paul, was elected delegate 
to the American Medical. Association, as nominated by 
the Council; also O. J. Campbell, M.D., Minneapolis 
and F. J. Elias, M.D., Duluth, E. M. Hammes, Sr., 
M.D., Saint Paul, W. W. Will, MD., Bertha and A. O. 
Swenson, M.D., Duluth, were elected alternates, respec- 
tively, to the delegates as named. 

The House of Delegates accepted the invitation of 
the St. Louis County Medical: Society to hold the 1954 
annual meeting of the Association in Duluth and, in 
response to a special request submitted by delegates from 
the Hennepin County Medical Society, voted to hold its 
1955 annual meeting in Minneapolis in recognition of 
the 100th anniversary of the founding of the Henne- 
pin County Medical Society. 

At the request of Dr. A. O. Swenson of Duluth, the 
House unat.imously voted to send a resolution of thanks 
to Dr. J. M. Waugh of Rochester, retiring councilor of 
the First District, for valuable and untiring work as 
Chairman of the Finance Committee of the Council. 

The House of Delegates of the 100th Annual session 
adjourned at 3:20 p.m., May 16, 1953. 
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¢ Reports and Announcements ¢ 





AMERICAN COLLEGE OF SURGEONS 


The Thirty-ninth Annual Clinical Congress of the 
American College of Surgeons will be held in Chicago, 
October 5 to 9, 1953. Headquarters will be at the 
Conrad Hilton Hotel. 

It is estimated that more than 11,000 surgeons, phy- 
sicians, and others will attend the meeting which will 
consist of postgraduate courses, forums, symposia, color 
television programs, and exhibits. Symposia on cancer, 
trauma, graduate training in surgery, and the surgical 
specialties will be featured during the week. 

Dr. Harold L. Foss, president of The American Col- 
lege of Surgeons, and Sir James Paterson Ross, Vice 
President of The Royal College of Surgeons, of Eng- 
land, will address the Monday evening meeting. Dr. 
Fred W. Rankin, Lexington, Kentucky, will be installed 
as president for the year 1954. 


FELLOWSHIPS FOR BASIC RESEARCH 
IN ARTHRITIS 


The Arthritis and Rheumatism Foundation is offering 
the following research fellowships in the basic sciences 
related to arthritis: 

1. Predoctoral fellowships ranging from $1,500 to 
$3,000 per annum, depending on the family responsibili- 
ties of the fellow, tenable for one year with prospect 
of renewal. 

2. Postdoctoral fellowships ranging from $3,000 t: 
$6,000 per annum, depending on family responsibilities, 
tenable for one year with prospect of renewal. 

3. Senior fellowships for experienced investigation 
will carry an award of $6,000 to $7,500 per annum 
and are tenable for five years. 

The deadline for applications is November 1, 1953. 
Applications will be reviewed and awards made by 
February 15, 1954. For information and application 
forms, address the Medical Director, The Arthritis and 
Rheumatism Foundation, 23 West 45th Street, New 
York 36, New York. 


MISSISSIPPI VALLEY 
TUBERCULOSIS MEETING 


Leading authorities on ‘tuberculosis from this country 
and abroad will appear on the program of the Missis- 
sippi Valley Trudeau Society and the Mississippi Valley 
Conference which will meet October 15, 16, and 17 at 
the Nicollet Hotel, Minneapolis. 

The American Trudeau Society is the medical section 
of the National Tuberculosis Association. Philip H. 
Becker, M.D., medical director of the James O. Par- 
ramore Hospital, Crown Point, Indiana, is president of 
the Mississippi Valley branch. Head of the Conference 
is J. H. Skavlem, M.D., medical director of Dunham 
Hospital, Cincinnati. 

D. G. Madigan, M.D., Kent, England, who founded 
the unit for chemotherapeutic research in tuberculosis 
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at Farnborough Hospital, is among the outstanding 
speakers. 


Dr. Madigan, a consultant on chest diseases at Farn- 
borough Hospital, will discuss “Old Tuberculin and 
Bacillary Emulsions Under Chemotherapeutics Cover in 
Treatment of Tuberculosis.” His chemotherapeutic unit 
began the first clinical trials of streptomycin in Great 
Britain nine months before the British Medical Research 
Council’s controlled trial was organized. Other chemo- 
therapeutic substances which have been studied by the 
unit are Sulphetrone, Para-Aminosalicylic acid, Thio- 
semicarbazones, Viomycin and Iscniazid. He will speak 
at the Friday afternoon joint session. 

Also speaking on this program will be: J. Arthur 
Myers, M.D., professor of medicine, preventive medi- 
cine and public health, University of Minnesota, on 
“Accomplishments and Future Needs to Eradicate Tu- 
berculcsis,” and T. A. Duckworth, director of person- 
nel, Employees Mutual Liability Insurance Company 
of Wisconsin, Wausau, Wisconsin, on “How to Estab- 
lish an Industrial Health Program.” 

The program for the medical meeting includes the 
following: “The Nodular Lesion,” by Donald S. King, 
M.D., president of the American Trudeau Society, 
Brookline, Massachusetts; “Experiences in the Manage- 
ment of Meningeal and Miliary Tuberculosis,” by J. 
Park Biehl, M.D., and Morton Hamburger, M.D., Uni- 
versity of Cincinnati Ccllege of Medicine; “Genito- 
Urinary Tuberculosis,” by John Lattimer, M.D., De- 
partment of Urology, Columbia University College of 
Physicians and Surgeons, New York, and “Report of 
Isoniazid Study by U. S. Public Health Co-operative 
Group,” by Harold G. Curtis, M.D., Sunnny Acres 
Sanatorium and Western Reserve University, Cleveland. 

“Tuberculosis Control in Industry,” by Dan Mcrse, 
M.D., medical director and superintendent, Peoria Mu- 
nicipal Tuberculosis Sanatorium; Harold Vonachen, 
M.D., medical director, and M. H. Kronenberg, M.D., 
assistant medical director, Caterpillar Tractor Com- 
pany, Peoria. 

“Bacterial Resistance to Modern Chemotherapeutic 
Agents,” by Alfred G. Karlson, D.V.M., Mayo Clinic, 
Rochester, and “Esophageal Surgery,” by Saul A. Mack- 
ler, M.D., Mt. Sinai, Michael Reese and Cook County 
Hospitals, Chicago. 

“Pulmonary Circulation in Mitral Stenosis and Altera- 
tions Following Valvulotomy,” by J. Gerard Mudd, 
M.D., St. Louis University, St. Louis; “Surgery of 
the Mitral Valve,” by C. Rollins Hanlon, M.D., pro- 
fessor of surgery, also of St. Louis University, and 
“Respiratory Acidosis,” by William W. Stead, M.D., 
Fitzsimons Army Hospital, Denver; “Presentation of 
Cases, Diagnosis and Management of Pulmonary In- 
filtrates,” by William B. Tucker, M.D., and associates, 
Veterans Administration Hospital, Minneapolis. 

All in attendance are invited to attend the Minnesota 
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The inevitable restrictions of advancing years, the reduced activity and a lowered intake of 
bulk-producing foods all contribute to the high incidence of constipation in older persons. 


CONSTIPATION IN THE AGED 


Constipation is almost a universal complaint of geriatric patients 


Frequently, too, the protracted use of cathar- 
tics has left the colon in an atonic state and 
it is no longer capable of effecting a normal 
evacuation. 

Metamucil has long been recommended for 
the treatment of constipation in the elderly. 
A highly refined vegetable product which is 
free from irritants, Metamucil effects a natu- 
tal mechanical stimulus in the colon which 
helps the dysfunctioning muscles to regain 
and maintain their normal tone. 


Metamucil may be safely prescribed for 
prolonged use without fear of dependence, 
intestinal irritations or allergic reactions. 

Metamucil® is the highly refined mucilloid 
of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) 
as a dispersing agent. It is accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association. 


SEARLE Research in the Service of Medicine 





Tuberculosis and Health Association’s annual dinner, 
October 15, Coffman Memorial Union, University of 
Minnesota. A special feature of the program will be 
a presentation of the popular Minnesota TV program, 
“The Doctors’ Round Table.” David T. Carr, M.D., 
consultant in medicine, Mayo Clinic, Rochester, will be 
the guest participant and the regular panel members are: 
Ezra V. Bridge, M.D.,.superintendent Mineral Springs 
Sanatorium, Cannon Falls; John F. Briggs, M.D., Saint 
Paul; J. A. Myers, M.D., professor of medicine, pre- 
ventive medicine and public health, University of Min- 
nesota, and T. F. Mulrooney of the Minnesota Tu- 
berculosis and Health Association, moderator. 


VAN METER PRIZE AWARD 


The American Goiter Association again offers the 
Van Meter Prize Award of Three Hundred Dollars 
and two honorable mentions for the best essays submit- 
ted concerning original work on problems related to 
the thyroid gland. The award will be made at the 
annual meeting of the Association which will be held 
in Boston, Massachusetts, April 29, 30 and May 1, 1954, 
providing essays of sufficient merit are presented in 
competition. 

The competing essays may cover either clinical or 
research investigations ; should not exceed three thousand 
words in length; must be presented in English, and a 
typewritten double-spaced copy in duplicate sent to the 
Corresponding Secretary, Dr. John C. McClintock, 14934 
Washington Avenue, Albany 10, New York, not later 
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Cook County Graduate School of Medicine 


POSTGRADUATE COURSES—1953 


SURGERY—Intensive Course in Surgical Technic, two 
pare starting September 14, September 28, Octo- 
r 12 
Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, starting October 26 
Surgical Anatomy and Clinical Surgery, two weeks, 
starting November 9 
Gallbladder Surgery, ten hours, starting October 26 
General Surgery, one week, starting October 5 M 
Surgery of Colon and Rectum, one week, starting 
September 21 
Basic Principles in General Surgery, two weeks, start- 
ing September 21 
Thoracic Surgery, one week, starting October 12 
Esophageal Surgery, one week, starting October 19 
Breast and Thyroid Surgery, one week, starting 
October 26 
Fractures and Traumatic Surgery, two weeks, starting 
October 26 
GY NECOLOGY—Intensive Course, two weeks, starting 
September 21 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing November 2 
OBSTETRICS—Intensive course, 
October 5 
DERMATOLOGY—Intensive Course, two weeks, start- 
ing October 19 
MEDICINE—Electrocardiography and Heart 
two weeks, ouatng October 12 
Intensive General Course, two weeks, starting Sep- 
tember 
Gastroenterology, two weeks, starting October 26 
Allergy, one month and six months, by appointment 
CYSTOSCOPY—Ten-Day Practical Course starting 
every two weeks 
UROLOGY—Intensive 
September 28 


TEACHING FACULTY—ATTENDING 


STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 


two weeks, starting 


Disease, 


Course, two weeks, starting 

















than January 15, 1954. The committee, who will review 
the manuscripts, is composed of men well qualified to 
judge the merits of the competing essays. 

A place will be reserved on the program of the 
afnual meeting for the presentation of the Prize Award 
Essay by the author, if it is possible for him to attend, 
The essay will be published in the annual proceedings 
of the Association. 


CONTINUATION COURSES 


The University of Minnesota, in conjunction with the 
Minnesota Tuberculosis and Health Association, will 
present a continuation course in Tuberculosis for Lay 
Persons particularly interested in this field. The course 
will be held at the Center for Continuation Study on 
the University of Minnesota Campus from October 12 
to 14, 1953, and emphasis will be placed on the public 
health aspect of tubefculosis. 


* * * 


The University of Minnesota will present a continua- 
tion course in Rehabilitation for General Physicians at 
the Center for Continuation Study, October 22-24, 1953. 
Attention is being focused increasingly on the develop- 
ment of public and private programs in rehabilitation; 
therefore, this course is particularly timely. The course 
will deal with the physician’s role in the rehabilitation 
of various types of patients and will provide informa- 
tion concerning agencies which may provide additional 
help for his patient. The faculty will be headed by 
Dr. Donald L. Rose, Professor and Head, Department 
of Physical Medicine and Rehabilitation, University 
of Kansas School of Medicine, and the program will 
be presented under the direction of Dr. Frederic J. 
Kottke, Professor and Head, Department of Physical 
Medicine and Rehabilitation. The remainder of the 
faculty will include members of the clinical and full- 
time staff of the University of Minnesota Medical 
School and the Mayo Foundation. 


* * * 


A continuation course in Medical Jurisprudence for 
Physicians will be presented by the University of Minne- 
sota, November 5 and 6, at the Center for Continuation 
Study. This program has been designed to meet the 
needs of the physician who wishes to improve his under- 
standing of certain legal aspects of medical practice. 
Guest speaker for the course will be Dr. Francis J. 
Gerty, Professor and Head, Department of Psychiatry, 
University of Illinois College of Medicine, Chicago, and 
the remainder of the faculty will include members of 
the faculty of the University of Minnesota. This course 
will be presented as one of a series of Homecoming 
Week events which will be of interest to all physicians. 


* - * 


A continuation course in Fractures will be presented by 
the University of Minnesota at the Center for Continua- 
tion Study, November 16 to 18, 1953. The program, 
which is intended primarily for physicians engaged in 
general practice, will emphasize management of the 
common types of fractures and some of the complica- 
tions most frequently encountered. Two outstanding 
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PRICE REDUCTION 


20% PRICE REDUCTION* ON 
50-MG. TABLET 
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REPORTS AND ANNOUNCEMENTS 


Wide Medical Interest 


in New Knox Gelatine 
“Eat and Reduce” Plan 


Developed and supervised by competent clinical 
authority, the new Knox “Eat and Reduce” Plan is 
intended especially for your overweight patients in 
otherwise normal health. 

The plan has been tested on overweight patients 
with fine results. In addition, many physicians (and 
their families) have written us about their gratifying 
personal results with this plan. 

The Knox “Eat and Reduce” Plan is a simple, 
sensible regimen that places no burden of exercise 
or hunger on the patient. Quite the contrary, it per- 
mits three tempting, solid meals daily, plus between- 
meal feedings. The menus have been carefully 
selected so as to provide an abundance of vitamins, 
minerals and protein. Many of the dishes utilize 
Knox Gelatine, which is, of course, all protein and 


no sugar —thus being an effective aid in weight | 


reduction. 


AVAILABLE AT GROCERY STORES 
IN 4ENVELOPE FAMILY SIZE AND 
32-ENVELOPE ECONOMY SIZE PACKAGES. 


Knox Gelatine u.s.P 
ALL PROTEIN NO SUGAR 





USE THIS COUPON! Write today! 
Knox Gelatine, Johnstown, New York Dept. MM 


Please send me FREE copies 
of the “Eat and Reduce” Plan, and Diets. 


Name 





Address 





City 





in | 


i 
| 
| 

M.D | 

MV. | 
| 
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guest speakers will participate in “the program: |r, 
Edwin F. Cave, Chief of Fracture Service, Massacliu- 
setts General Hospital, and Associate in Orthopedic 
Surgery, Harvard University Medical School; and Dr. 
Walter P. Blount, Consultant in Orthopedics, Milwaukee 
County Hospital, Milwaukee, Wisconsin. The course will 
be presented under the direction of Dr. Wallace H. Cole, 
Professor and Director, Division of Orthopedic Sur- 
gery, and the remainder of the faculty will-include mem- 
bers of the staff of the University of Minnesota Medical 
School. 


REFRESHER COURSES FOR 
X-RAY TECHNICIANS 


Regional refresher courses in x-rav technique to be 
held this fall at Crookston, Mankato, Virginia, St. Cloud 
and Worthington have been announced by the Minnesota 
Society of X-Ray Technicians which has planned the 
courses and whose members will serve as instructors. 
Joining with the Society of X-Ray Technicians as 
sponsors are the Minnesota Hospital Associaticn, the 
Minnesota State Medical Association, the Minnesota 
Radiological Society and the Minnesota Department of 
Health. The course outline has been develeped in co- 
operation with people in the various regions of the 
State and every effort has been made to meet the local 
needs. 

All the courses have been planned for week ends to 
minimize the time spent away from work and will begin 
cn Friday afternoon and end on Sunday afternoon. 
The schedule of courses is as follows: 

Courses will begin Friday afternoon and end Sunday 
afternoon on the dates indicated. 

Crookston, September 4-6, St. Francis Hospital. 

Mankato, September 18-20, St. Joseph’s Hospital. 

Virginia, September 18-20, Virginia Municipal Hospi- 

tal. 

St. Cloud, September 25-27, St. Cloud Hospital. 

Worthington, October 2-4, Worthington Municipal 

Hospital. 
Objectives 

These refresher courses are being offered to provide 
an opportunity for those presently engaged in x-ray 
work to review their techniques and to keep abreast of 
progress in the field. The courses are not intended to 
prepare an individual for a career in x-ray technique. 


Subject Matter 


The subject matter offered has been designed to 
improve routine techniques. It will be of value to 
technicians with formal training and/or practical ex- 
perience whether registered or not. Each person attend- 
ing will be given an opportunity to discuss his individual 
technical problems. Registered technicians, experienced 
in x-ray training programs, will serve as instructors. 


Registration 
Registration is open to those doing x-ray work in 
hospitals, clinics and physicians’ offices. Tuition fee— 
$25.00. Send application and fee to Mr. Glen Taylor, 
Students’ Health Service, University of Minnesota, 
Minneapolis 14. Make checks payable to the Minnesota 
Hospital Association. 
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Woman’s Auxiliary 





PRESIDENT SETS DATE FOR 
SCHOOL OF INSTRUCTION 

Mrs. Henry W. Quist, Sr., president of the Woman’s 
Auxiliary to the Minnesota State Medical Association, 
has announced the date for the fall Board meeting and 
School of Instruction. 

The meeting will be held in the Curtis Hotel in Min- 
neapolis on October 30. Mrs. Quist, in announcing the 
meeting, urges all Auxiliary members, and especially 
board members, to make a special effort to attend this 
important fall planning session. Projects and plans for 
the coming Auxiliary year will be thoroughly discussed. 

Mr. Aubrey D. Gates, Field Director for the Council 
on Rural Health of the American Medical Association, 
will be one of the principal speakers at the morning 
session. 

A special treat will be in store for those attending, 
with the appearance of the President-Elect of the Wom- 
an’s Auxiliary to the American Medical Association, Mrs. 
Leo J. Schaefer of Salina, Kansas. Mrs. Schaefer will 
be one of several distinguished luncheon speakers, and 
she has expressed a deep appreciation of this invitation 
to return to Minnesota on this occasion, 

Other informed speakers and discussants promise to 
make the program an interesting and informative one. 
All Auxiliary members should mark the date, October 
30, on their special events calendar, and plan now to 
attend. 


WOMAN’S AUXILIARY 


AUXILIARY GIVES EDUCATION MEMORIAL 


The Woman’s Auxiliary to the Minnesota State Med- 
ical Association has recently given a memorial gift to 
the American Medical Education Foundation in the 
memory of the late Dr. and Mrs. J. A. Thabes, Sr., of 
Brainerd. Mrs. Thabes was a former president of the 
Auxiliary, holding office during 1947-48. Dr. and Mrs. 
Thabes passed away on June 29, 1953. 

Auxiliary members will remember the fine work Mrs. 
Thabes did during her term of office, as well as 
throughout her years as a member. It is hoped that the 
contribution will serve as a reminder of this service to 
the medical profession performed by Dr. and Mrs. 
Thabes. 


AUXILIARY ROSTER BEING PRINTED 


Work is progressing on the preparation of the new 
roster of board members for the Woman’s Auxiliary to 
the Minnesota State Medical Association. Mrs. F. A. 
Zinter, roster chairman, reports that the county aux- 
iliaries have responded quite well to her requests for 
lists of officers. The roster will include all state officers, 
past presidents and committee chairmen and county 
presidents and treasurers. 

As in the past, the roster will be distributed to board 
members at the fall school of instruction meeting. If 
there are any last-minute changes in names or addresses, 
Auxiliary members are urged to contact Mrs. F. A. 
Zinter, 2815 N. E. Arthur, Minneapolis, immediately. 








THE SHELTERING ARMS 


4330 River Road, Minneapolis 6, Minnesota 
A HOSPITAL FOR TREATMENT OF POLIOMYELITIS 


Acute and Convalescent 


Fully Approved by American College of Surgeons 
Modern treatment—Staff includes Kenny trained technicians 
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In Memoriam 





ALFRED E. BORGEN 


Dr. Alfred E. Borgen, staff member of the Northern 
Pacific Hospital in Saint Paul, was drowned in Lake 
Schelin near Duluth, Saturday, August 8, 1953. 

Dr. Borgen was thirty-two years old. He was the son 
of Walter H. Borgen, St. Louis County auditor, and a 
graduate of the University of Minnesota medical school. 

He met his death when the motor boat in which he 
and three companions were riding was overturned while 
towing an aquaplane. He was vacationing, at the time, 
at the home of his parents. 

In addition to his parents, Dr. Borgen is survived by 
two sisters, Mrs. Ruth Rolf of Alborn and Mrs. Harold 
Cullen of Lynchburg, Virginia. 


CARL OLAF ESTREM 


Dr. Carl Olaf Estrem died at his home in Fergus Falls 
after thirty-nine years in the practice of medicine and 
many years’ illness, on June 5, 1953. He was seventy- 
three years of age. 

Dr. Estrem was born at Willmar and was graduated 
in medicine from the University of Minnesota in 1907. 

He was a member of the Park Region Medical So- 
ciety, the Minnesota State Medical Association and the 
American Medical Association and a leader for many 
years in organized medicine in his section of the state. 

He is survived by his widow and five children, of 
whom two, Drs. Robert D. and Ralph E. Estrem, are 
both physicians practicing in Fergus Falls. 


JOEL C. HULTKRANS 


Dr. Joel C. Hultkrans of Minneapolis died at St. 
Barnabas Hospital, Minneapolis, on Monday, July 27, 
1953, after an extended illness. 

Dr. Hultkrans was fifty-eight years old. He was born 
in Saint Paul and was graduated from the University of 
Minnesota medical school in 1921. He specialized in 
psychiatry and practiced in.Saint Paul until 1934 when 
he moved to Minneapolis. He continued to practice there 
until his illness and death. 

He served in the Army Medical Corps in World War 
I and was a member of the Central Neuropsychiatric 
Association, the American Psychiatric Association, the 
Minnesota Society of Neurology and Psychiatry, the 
Hennepin County Medical Society, the Minnesota State 
Medical Association and the American Medical Asso- 
ciation. He was also a member of the Rotary club and 
the Athletic Club of Minneapolis. 

Dr. Hultkrans is survived by his wife, Opal; two 
daughters, Mrs. John O’Connor, Saint Paul, and Mrs. 
Clyde F. Anderson, Minneapolis; four sisters, Hildur 
Hultkrans, Evelyn Hultkrans, Mrs. Beda Olson and 
Mrs. Ebba Hedenstrom, all of Minneapolis; three broth- 
ers, Paul, Phil and Dr. R. E. Hultkrans, all of Minne- 
apolis, and six grandchildren. 
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JOHN A. THABES 


Dr. John A. Thabes, for many years identified with 
the Northern Pacific Beneficial Association Hospital at 
Brainerd, died on June 29, 1953. By a strange act of 
fate, his wife followed him a half hour later. 


Dr. Thabes was born in Minneiska, Minnesota, De- 
cember 5, 1872. He obtained his medical education from 
the University of Minnesota, graduating in 1896. In 
1898 he took postgraduate work in the New York Post- 
graduate Hospital. He began practice in Brainerd in 
1882 and carried on an active practice in addition to 
being largely engaged in the administration of the 
Northern Pacific Beneficial Association Hospital located 
in his home city. 


Dr. Thabes was married November 12, 1900, to Daisy 
A. Badeaux. Two children, Dr. J. A. Thabes, Jr., of 
Brainerd, a son, and Mrs. Lois Adelaide Hensley of 
St. Louis, Missouri, a daughter, survive Dr. and Mrs. 
Thabes. On November 12, 1950, the occasion of their 
fiftieth wedding anniversary, open house was held at 
their home for some 250 friends who came from near 
and far. 


Dr. Thabes was a member of the Upper Mississippi 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association. 


ELMER L. HENDERSON 


(Continued from Page 972) 


cal advances, and which has helped to make this the 
healthiest, strongest nation on the face of the globe, has 
been made the first major objective of those ambitious 
men in Washington who would make the American peo- 
ple walk in lockstep under a rigidly-controlled, govern- 
ment-dominated economy. 

“The American medical system has been made a target 
for the barbs and criticism of a comparatively small 
group of little men—little men whose lust for power is 
far out of proportion to their intellectual capacity, their 
spiritual understanding, their economic realism or their 
political honesty. 

“These men of little faith in the American people 
propose to place all our people—doctors and patients 
alike—under a shabby, government-dictated medical sys- 
tem which they call ‘Compulsory Health Insurance.’ 
And, this, factually, is Socialized Medicine, regardless 
of how hard they try to disclaim it. 

“IT call upon every doctor in the United States, no 
matter how heavy the burdens of his practice may be, 
to dedicate himself, not only to the protection of the 
people’s physical health, but also to the protection of our 
American way of life, which is the foundation of our 
economic health and our political freedom.” 
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VALLEYVIEW 


Hospital and Sanitarium 


Jordan, Minnesota 


PHONE 254 





Located conveniently 22 miles 
southwest of 50th Street and 
France Ave. So., Edina, on state 


highway 169. 


Offers unique advantages for the 
longer term care of non-acute 
illnesses affecting people of all 
age groups. 


Twin Cities Phone 
Bridgeport 2119 




















ACCIDENT « HOSPITAL « SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


COME FROM 











$5.000 accidental death Quarterly $8.00 $15,000 accidental death — Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death ; Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 





COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 



































Single Double Triple Quadruple 

60 days in Hospi ; 5.00 per day 10.00 per day 15.00 per day 20.00 per day 

30 days of N Home x da 10.00 per da 15.00 per da 20.00 per da’ 

iL henneny a * Hospital a” 16:00 1300 2000 
Operating Room in Hospital 10.00 20.00 30.00 40.00 
Anesthetic in Hospital 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in F 1 10.00 20.00 30.00 40.00 
Ambulance to or —_ Hospital 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 
~ Adult 2.50 5.00 7.50 10.00 
Child to age 19 1.50 3.00 4.50 6.00 
Child over es age 19 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


51 years under the same management 


400 First National Bank Building 
Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 
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Of General Interest 





The American Hearing Society which has had 
offices in Washington, D. C., since 1922, is moving 
to Columbus, Ohio, in the immediate future. accord- 
ing to an announcement made by Dr. Thomas L. 
Tolan, a Milwaukee otologist, president of the 
agency. Affiliated with the society are 115 local chap- 
ters in thirty-four states, the District of Columbia, 
and Canada. The organization is supported by mem- 
bership dues from individuals and chapters and con- 
tributions of individuals and Community Chests. 
The Society serves as a clearing house for informa- 
tion relating to hearing and sponsors periodic 
audiometer tests for school children. 

x * * 


The Trustees of one of America’s oldest medical 
essay competitions, the Caleb Fiske Prize of the 
Rhode Island Medical Society, announce as the sub- 
ject for this year’s prize dissertation, “Recent Ad- 
vances in Cardiac Surgery.” The dissertation must 
be typewritten, double spaced, and should not ex- 
ceed 10,000 words. A cash prize of $250 is offered. 

For complete information regarding the regula- 
tions, write to the secretary, Caleb Fiske Fund, Rhode 
Island Medical Society, 106 Francis Street, Provi- 
dence 3, Rhode Island. 

* * * 

Dr. Daniel H. Bessesen, of Buffalo Lake, opened 
offices in Danube, in July. Dr. Bessesen will con- 
tinue his office hours in Buffalo Lake and Olivia as 
before. 

* * * 

Dr. George Martin, a graduate of the University 
of Illinois Medical School, and Dr. John F. Kane, 
a graduate of Marquette University School of Medi- 
cine and a diplomate of the American Board of 
surgery, became associated with Dr. H. A. Hartfiel 
in the Hartfiel Medical Center in Montevideo, in 
July. 

* * a 

Dr. Franklin Sidell, of Minneapolis, began practice 
in the Belgrade Community, July 15. Dr. Sidell has 
been practicing in Minneapolis for the past six 
months. 

* * * 

Dr. Asher A. White, of Minneapolis, was re-elected 
president of the Hennepin County Tuberculosis As- 
sociation, and Dr. Robert N. Barr, of the Minnesota 
Department of Health, vice president, at the annual 
meeting held July 31, in Minneapolis. 

sé 6 

Dr. A. J. Houglum, recently separated from the 
army, began practice with his brother-in-law, Dr. 
A. S. Midthune, in Lake Park, in July. Dr. Houglum, 
a graduate of the University of Minnesota Medical 
School, served in World War II as a pilot in the 
South Pacific; during the Korean conflict, Dr. 


O04 


Houglum served as a flight surgeon in Japan and 


Korea. 
oe * * 


Dr. Roy H. Good, recently completed his intern- 
ship at Minneapolis General Hospital and joined the 
Caledonia Clinic, Caledonia, in July. Dr. Good is as- 
sociated in practice with Dr. J. J. Ahlfs. 

x ok x 


Dr. Jack Guy, of New London, left in July to 
enter the United States Public Health Service. Dr. 
Guy is‘ stationed at the White Earth Hospital at 
Detroit Lakes. 

* * ca 

Dr. William C. Woyda, a 1952 graduate of the 
University of Minnesota Medical School, who re- 
cently completed his internship at Minneapolis Gen- 
eral Hospital, joined the medical partnership of Drs, 
A. J. Roehlke and G. H. Tesch at Elk River, in July. 

* * * 

Dr. Edward G. Burleigh, a graduate of the Univer- 
sity of Louisiana Medical School, and Dr. Jack Bon- 
ner, a graduate of the University of Minnesota Med- 
ical School, joined the More Hospital staff at Eve- 
leth, in July. Dr. Burleigh was married September 
19, to Florence Marilyn Benassi, of Duluth. 

* * * 


Dr. Thomas J. Dry, chief of the cardiology section 
of the Mayo Clinic, and Dr. Charles F. Code, chief 
of physiology at the Mayo Clinic, were featured 
speakers at the dinner for new fellows of the Mayo 
Foundation held in the Mayo Foundation House, 
July 23. More than 100 physicians, including new 
fellows of the Mayo Foundation and fellows who 
have recently returned from military service, attend- 
ed the dinner. Dr. Clay Klakeg, vice president of the 
Fellows’ Association, was master of ceremonies. 

* ok * 


Dr. George C. Doxsee, of Monticello, Iowa, who 
recently completed his internship at St. Luke’s Hos- 
pital, in Duluth, joined the Mesaba Clinic at Chis- 


holm, July 6. oo 


Dr. Richard F. Kline has given up his practice of 
medicine in Grand Rapids to become associated with 
Dr. W. W. Rieke, of Wayzata. Dr. Kline is filling a 
vacancy which occurred when Dr. Rieke’s associate, 
Dr. David W. Feigal, entered the Armed Forces the 


end of June. 
oe * co 


Physicians, hospitals, and universities of Israel are 
very desirous of obtaining medical books of all kinds, 
provided they have been published since 1940 and are 
in good condition. Besides books on internal medi- 
cine and surgery, those on anatomy, bacteriology, 
biochemistry, biology, chemistry, endocrinology, 
gynecology, hospitals, industrial medicine, pathology, 
pharmacology, nursing, and dentistry are desired. 
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OF GENERAL INTEREST 








Tho Stability 


One characteristic usually associated with a 
bond is that it has an established rate of in- 
terest; the investor therefore can compute the 
annual income he may expect from the date 
of purchase to the date of final maturity. A 
bond, like a note or mortgage, is a promise 
to pay a stipulated amount at a designated 
future date with interest to accrue in the 
meantime. This provides STABILITY OF 
INCOME—once a sound investment is made 
the annual income is fixed and is not altered 
by changing economic conditions or market 
fluctuations. 


During the past several years, however, this 
STABILITY OF INCOME has been im- 
paired by increasing Federal income taxes. 
The income that invested savings earn, when 


OF INCOME 


subject to such taxes, does not enjoy complete 
STABILITY OF INCOME since a change 
in the tax rate requires an adjustment in ac- 
tual “spendable” income received—if taxes 
rise the effective income is reduced. 


Because the income from Municipal Bonds 
is exempt from present Federal income taxes, 
Municipal Bonds enjoy a STABILITY OF 
INCOME not available to investments hav- 
ing taxable income. 


We invite you to investigate the advisability 
of placing your savings in Municipal Bonds, 
one of the oldest and most widely employed 
means of investment, and we suggest you 
write for information and an example of 
Municipal Bonds currently available for your 
investment funds. 





TELEPHONES: 
GArfield 9561 
PRior 6423 








JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


93 E. SIXTH STREET 
ST. PAUL 1, MINNESOTA 








Books should be sent post-paid, at the special rate 
of eight cents for the first pound and four cents for 
each additional pound and marked book-rate, to: 
Books for Israel, 115 King Street, New York 1, New 
York, Funds for shipment from New York to Israel 
have been provided under Point IV, U. S. State De- 
partment, sponsors of the project. 


* * * 


Dr. Richard Allison DeWall, who recently com- 
pleted his internship at the United States Public 
Health Service Hospital, Staten Island, New York, 
became associated with the Mork Clinic at Anoka, 
Se ptember 1. 
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Dr. Richard A. Williams, who was graduated from 
the University of Iowa Medical School, and recently 
completed his internship at St. Luke’s Hospital in 
Duluth, began practice in Rothsay in late July. The 
community of Rothsay has been without a physician 
for a number of years. 


* * * 


A life-size bronze statue of Edith Graham Mayo, 
wife of Dr. Charles H. Mayo, was unveiled at a 
short ceremony held on St. Mary’s Hospital grounds 
at Rochester, August 3. The statue of Mrs. Mayo in 
her uniform ‘as Rochester’s first “trained nurse” was 
sculptured by her granddaughter, Mayo Elwinger 
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BETTER 
Birth 
Control 


Since 1934 














AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 




















Kooiman, and has been presented to St. Mary’s Hos- 
pital by the Mayo family. 
* * * 

Dr. E. Q. Ertel, of Ellendale, and Dr. B. Melby, 
of Blooming Prairie, were honored by the members 
of the Steele County Medical Society at a dinner held 
at the Hotel Owatonna, July 8. The dinner was held 
in recognition of the two physicians’ fifty years of 
medical practice. Dr. R. J. Wilkowske was toast- 
master at the dinner and speakers, besides Drs. Ertel 
and Melby, included Dr. E, W. Senn, who received 
similar fifty-year recognition two years ago, and 
Dr. Ernest J. Nelson, of Faribault, former Owatonna 
practitioner. 

x * * 

Dr. Wallace W. Lueck and Dr. George Weldon 
Lund, of Minneapolis, were among 284 new fellows 
elected to the American Academy of Pediatrics in 
July. ; 

2 © 

Dr. Eugene E. Scott, chief of staff at St. Joseph’s 
Hospital, Saint Paul, dedicated a bronze plaque to 
the Sisters of St. Joseph, Sunday, July 19, in recog- 
nition of their services to the community. 

 *-<« 


Dr. James H. Dokken, a recent graduate of the 
University of Minnesota Medical School, joined Dr. 
L. J. Hoyer, of Windom, in his practice, in July. 

* * * 

The Crystal Clinic at Crystal Bay held an official 
opening July 15, although Dr. B. H. McLaughlin, 
formerly of Minneapolis, and Dr. C. O. Robinson, 
formerly of Saint Paul, have been using part of the 
clinic facilities since July 1. A pediatrician and an 
obstetrician are expected to join the clinic eventually. 

* * * 


Dr. Walter: F. Larrabee, Jr., of Detroit, was ap- 
pointed assistant medical director of Minnesota Mu- 
tual Life Insurance Company, in July. Dr. Larrabee, 
a specialist in internal medicine, was graduated from 
the University of Minnesota Medical School and did 
graduate work at the Mayo Foundation. 

* * * 


It recently has been announced that Dr. Francis 
R. Manlove, former fellow in medicine of the Mayo 
Foundation, has been appointed director of the Uni- 
versity of Colorado Medical Center in Denver, dean 
of the department of medicine and professor of 
medicine. Dr. Manlove has been associate secretary 
of the Council on Medical Education and Hospitals 
of the American Medical Association. 

* * * 

Dr. William Carr, who recently completed his in- 
ternship at St. Luke’s Hospital in Duluth, began 
practice in Minneapolis—3338 LaSalle Building—in 
late July. Dr. Carr is a veteran of World War II 
and a graduate of the University of Minnesota Med- 
ical School. 

“xs 

Dr. Roger S. Johnson and Dr. Melvin G. Oppen, 
began practice with offices in the Sampson Building, 
Excelsior, early in August. Dr. Johnson and Dr. 
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« eenow conveniently located for faster service 


You need no longer risk driving through congested traffic to examine new equip- 
ment. In this new, modern store you will find complete stocks of instruments and 
supplies for the physician; model displays of hospital equipment of every type; and 
a comprehensive range of equipment, apparatus and supplies for the modern 


medical laboratory. We cordially invite you to visit us at your convenience, or call 
us for prompt emergency service. Free parking is provided adjacent to building. 


Telephone: LIncoln 7601. 


Oppen, both graduates of the University of Minne- 
sota Medical School in 1950, and veterans of World 
War II, have been associated in medical practice for 
the past fifteen months in Deephaven. 


* * * 


Dr. William Kosiak and Dr. Robert H. Painter, of 
Two Harbors, attended the Co-operative Health Fed- 
eration of America convention held in St. Louis, 
Missouri, June 28 to July 1. 

x * * 


Dr. Walter C. Alvarez, who was a member of the 
staff of the Mayo Clinic from 1926 until 1950, now of 
Chicago, is the author of Danger Signals, a medical 
book for the general public. The book, containing 
a glossary in which technical terms used in medicine 
are explained to the reader, treats of such conditions 
as disturbances of the nervous system, pain and head- 
ache as signals of distress, heart disease, high blood 
pressure, cancer and harmless growths, arthritis, 
diseases of the lungs and digestive tract, diseases of 
women, and miscellaneous conditions. 

* * * 


Dr. Paul Z. Bauer, of Saint Paul, and Dr. Donald 
A. Linbeck, formerly of Lincoln, Nebraska, joined 
the staff of the Fergus Falls State Hospital July 15. 
Dr. Bauer, who is a graduate of the University of 
Minnesota Medical School, completed his internship 
in St. Barnabas Hospital, Minneapolis, and served 
with the armed forces for twenty-four months in 
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Korea. Dr. Linbeck, a graduate of the University of 
Nebraska Medical School, also completed his intern- 
ship at St. Barnabas Hospital, in Minneapolis, and 
served with the army in Korea. 

* * * 


Dr. Carl O. Bretzke, of Duluth, joined Dr. L. H. 
Klefstad in his practice in the Klefstad Clinic at 
Greenbush, July 15. Dr. Bretzke was graduated from 
the University of Minnesota Medical School and 
completed his internship at St. Luke’s Hospital in 
Duluth. 

* * * 

Dr. Frank Carthey, a recent graduate of the Uni- 
versity of Minnesota Medical School, became as- 
sociated with the Seifert Clinic in New Ulm, in 
July. Dr. Carthey served as a Marine during World 
War II. 

* * * 

Dr. Edward H. Mandell, assistant chief of the pro- 
fessional services division of the Minneapolis Veter- 
ans Administration Hospital, was appointed mana- 
ger of the Saginaw, Michigan, Veterans Hospital, 
in July. 

* * * 

Dr. Edward H. Leveroos, originally of Superior, 
has been appointed to the new position of director 
of the division of hospitals and graduate education 
of the American Medical Association’s Council on 
Medical Education and Hospitals. Dr. Leveroos now 
lives in Oak Park, Illinois. 
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Dr. C. L. Sherman, of Luverne, was re-elected fo; 
the thirty-ninth time as president of the Southwest- 
ern Minnesota Sanatorium Commission, in July. Dr. 
Sherman was first elected when the Commission 
was organized in July, 1915. 

x * * 


Dr. A. A. Brink, of Baudette, accepted the chair- 
manship of the Lake-of-the-Woods County Heart 
Association, the purpose of which is to raise funds 
for research and equipment that will aid in the treat- 
ment of various heart ailments. 


* * * 
Dr. Charles W. Mayo, of Rochester, was nomi- 
nated July 27, by President Eisenhower, to be an 


alternate delegate to the eight session of the United 
Nations General Assembly. 
* @ 

Eight patients who were still under care at the 
Ramsey County Children’s Preventorium at Lake 
Owasso, were moved to Ancker Hospital, Saint Paul, 
in July, and the Preventorium closed. 

* * * 


Dr. A. L. Vadheim, of Tyler, was honored August 
10 by the community members holding “Vadheim 
Appreciation Day.” The celebration marked the 
forty-third anniversary of Dr. Vadheim’s arrival in 
Tyler. Besides working as a physician, Dr. Vadheim 
has been active in community affairs—he served as 
mayor, as a member of the school board, has been 
active in the Boy Scout work and assisted in estab- 
lishing the library. As Red Cross director for Lin- 
coln County, he brought the county national honor 
in 1941 when it became the first in the world to 
become accredited for the control of tuberculosis. 

* ca * 


Dr. Joe R. Brown, of Rochester, left in July for 
Europe, where he will present a paper at the Sixth 
International Congress of Neurology at Lisbon, 
Portugal, in September. Dr. Brown will also visit 
and observe in neurologic centers in other European 
countries and attend a meeting in Munich of German 


neurologists. 
* * * 


Dr. J. S. Blumenthal, of Columbia Heights, profes- 
sor of Medicine, University of Minnesota Medical 
School, was interviewed over WDGY radio station, 
July 23, on the program “Let’s Talk It Over.” Dr. 
Blumenthal spoke on allergies. 

x * * 

Dr. Walter S. Neff, a member of the board of 
directors of the Minnesota Heart Association, was 
presented with a merit award by the Heart Associa- 
tion, July 8. The personal presentation of the award 
was made by G. Ray Higgins, Saint Paul, executive 
secretary of the Association. 

* *k * 

Attendance at medical short courses at the Univer- 
sity of Minnesota’s Center for Continuation Study 
increased 19 per cent during the 1952-1953 academic 
year, Dr. Robert B. Howard, director of the continu- 
ation medical study at the University, announced in 
his annual report which was released in July. 
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CRESTVIEW HOSPITAL, 145 W. College Ave., Garfield 5841, St. Paul 


A non-profit organization. 


SAINT PAUL’S most 
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e Complete X-ray and laboratory. 


e Electrocardiography—basal metabol- 
ism. 


e Electroencephalography available. 
e All patients’ rooms air-conditioned. 


e Background music and psychotherapy 
sound equipment. 


e Medically staffed by every neurol- 
ogist and psychiatrist in Saint Paul. 


e Especially trained nursing staff. 
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Dr. Albert E. Krieser, for the past three and a half 
years associated with the State of Minnesota, De- 
partment of Public Welfare, in offices at Anoka, 
began practice in Minneapolis with Dr. H. D. Good 
and Dr, L. J. Roberts, July 1 

* * * 

Dr. Robert H. Nelson and Dr. Warren Kilmer 
opened offices in the International State Bank Build- 
ing in Littlefork, in July. Dr. Nelson served four 
years in the Navy and was graduated from the Uni- 
versity of Minnesota Medical School.in 1952. Re- 
cently, he completed his internship at St. Luke’s 
Hospital in Duluth. Dr. Kilmer spent four years 
in the Army and was graduated from the University 
of Indiana Medical School in 1952. He recently 
completed his internship at the Indianapolis General 
Hospital, Indianapolis, Indiana. 

x * x 

Dr. M. C. Petersen, of the Rochester State Hos- 
pital staff, gave the welcome address and Dr. Conrad 
Baars, also of the State Hospital, acted as the master 
of ceremonies at the exercise honoring fifty-three 
psychiatric aids who have completed a year of classes 
and training at the Rochester State Hospital. This 
is the third group of psychiatric aids to receive 
certificates and pins. 

x * x 

Dr. Helen L. Knudsen, hospital services director 
of the Minnesota State Health Department, was 
among those named,to a national study group which 
wil! survey design and construction of hospital facili- 
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ties for chronically ill patients. The committee will 
prepare a report for the National Commission on 
Chronic Illness which is to meet in Chicago, March 
18 to 20, 1954. 

* * x 


Dr. Martin Enderling, a fellow in the Mayo Foun- 
dation who is also an internationally known ice 
skater from Zurich, Switzerland, was the featured 
skater at the Rochester “Winter Wonderland” ice 
carnival held August 5. 

. 2 « 


The Koffee Klub of Sandstone served coffee and 
birthday cake at the Colonial Hotel, August 3, hon- 
oring Dr. H. P. Dredge, of Sandstone, on his eighty- 
third birthday. 

* * * 

Dr. L. H. Klefstad, of Greenbush, and Dr. David 
O. Berge, of Roseau, were named to the medical 
advisory committee of the Roseau County Chapter 
of the National Foundation for Infantile Paralysis, 
at the meeting held in July. 

a” * ok 

Dr. John J. Stransky, recently separated from the 
U. S. Air Force, became associated in practice with 
Dr. H. A. Wenter and Dr. James R. Doyle, of 
Rochester, in August. 

* * * 

Dr. Robert Dornbach, of Minneapolis, joined Dr. 
M. H. Seifert and Dr. J. A. DuPont, in their practice 
in Excelsior, in August. 
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The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
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Duluth 3, Minnesota 


Specially trained personnel. 
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Dr. Kenneth G. Henry, who recently completed 
his internship at Ancker Hospital, Saint Paul, be- 
came associated in practice with Dr. D. H. Dewey, 
of Owatonna, in August. 

* cs ca 

Dr. L. E. Karges, after two years of service with 
the army medical corps, returned to his practice 
in Grand Rapids in August. 

* * * 

Dr. Oliver M. Porter, of Willmar, left in August 
to return to Sisseton, South Dakota, where he prac- 
ticed before coming to Willmar six years ago. 

* * * 

Dr. G. B. Stickler, a fellow in pediatrics at the 
Mayo Foundation, formerly of Germany, was the 
guest speaker at the weekly meeting of the Roches- 
ter Lions Club, held August 5. Dr. Stickler spoke 
on “Pre-War and Post-War Germany.” 

* + * 

Dr. John C. Wohlrabe, who recently completed 
his internship at Memorial Hospital, Phoenix, Ari- 
zona, opened an office for the practice of medicine 
in St. Clair, Minnesota, July 15. Mrs. Wohlrabe, 
the former Lillian A. Haar, a graduate of Minne- 
apolis General Hospital School of Nursing, is assist- 
ing her husband in his office. 

Dr. Wohlrabe is the son of Dr. and Mrs, Clarence 
F. Wohlrabe, of Mankato. He was graduated from 
the University of Minnesota Medical School and is 
a veteran of World War II. 





MINNESOTA BLUE CROSS-BLUE SHIELD 


During the past thirty days, the Blue Shield claims 
rejections have been closely examined to determine the 
number disallowed for each specific reason. The results 
disclose that non-hospitalized medical care and the 
x-rays related to such care were the reasons for the 
majority of the rejections during the period. This was 
also brought out in a similar study several months ago. 
Further, the correspondence and telephone calls with 
doctors’ offices also indicate some lack of understanding 
of this feature of the contract. 


The Blue Shield contract provides benefits for the 
three general basic services rendered by doctors of 
medicine. These are surgical, in-hospital medical, and 
obstetrical services. On the other hand, the contract 
does not provide benefits for medical treatment in the 
home or office. Thus, home and office calls where 
medical care is administered cannot be the basis for an 
eligible Blue Shield claim. Medical care in the office 
or home includes not only care for the common 
medically treated conditions such as colds and virus 
infections, but it also embraces many injuries received 
accidentally. Such injuries might be, for example, 
contusions, hematomas, and abrasions in which no 
actual surgical procedure is necessary. It will be seen, 
then, that the controlling factor in determining the 
eligibility of services rendered in the office is not the 
fact that the treatment was necessitated by an accident, 
but rather that a surgical procedure was actually 
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rendered. While it is true that the surgical office treat- 
ment of many accidental injuries is covered by the 
Blue Shield contract, the fact that the injuries were 
received by accidental means does not alone control the 
validity of the claim. 

In many instances where accidental injuries are treated 
in the offices, an x-ray examination is made prior to 
the treatment to determine whether there is a fracture or 
other undisclosed condition. X-rays taken in a doctor’s 
ofice for diagnostic purposes are rated as Blue Shield 
benefits when, as stated in the contract, those x-rays are 
directly related to one of the basic services paid for 
by Blue Shield. In other words, the x-ray must be a 
part of an over-all claim which is itself eligible for 
payment under the contract before the x-ray can be 
considered a valid claim. Thus, when a condition is 
treated medically in the home or the office and it has 
been preceded by diagnostic x-rays, it is obvious that 
those x-rays are not directly related to a compensable 
Blue Shield service and, therefore, are not eligible for 
benefits. Under these circumstances, the most im- 
portant single factor in determining the validity of a 
claim for x-rays is to determine whether it is a part of 
a claim wherein surgical, in-hospital medical, or ob- 
stetrical care has been rendered. If the x-rays preeede 
or follow such care within a period of approximately 
thirty days and are directly related to it, then the 
X-rays taken in the doctor’s office are eligible for benefits 
as a part of a compensable basic-service claim. 

It is recognized that most of the care provided in 
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the home or the office is relatively inexpensive in an 
individual case when compared to in-hospital medical, 
surgical, or obstetrical care. By the same token, it is 
established that home and office calls for examinations 
and medical advice occur with great frequency so that 
when they are considered on a collective basis, the cost 
of providing such services for a large group of people 
is very high. Consequently, it is obvious that the 
small monthly premium charged Blue Shield sub- 
scribers does not provide enough money to pay for the 
services now included under the contract plus home 
and office calls for medical care. As a result, it has 
seemed best to allow the subscriber to pay such small 
items and to devote most of the premium income to 
the more expensive items such as surgery, fractures, 
obstetrics, and medical care in the hospital. Carrying 
out such a program on this principle should avoid 
the pitfalls which have plagued some government-con- 
trolled plans which provide full coverage. 


Television Show Proves Perfect Sales Medium 


The response to the television program, “News at 
Noon” over WCCO-TV, from Minnesota physicians, 
hospitals, and the public is very gratifying, both from 
an institutional and inquiry point of view. 

Almost everyone is interested in a news program 
and the delightful, sincere delivery of Charles McCuen, 
the News Director of WCCO-TV, has proven without 
a doubt that he is one of the leading news personalities 
of the day. 
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The fact that the news program is in the middle 
of the day when the listening audience is mostly women, 
serves to attract the housewife’s attention in the belief 
that even though she may not be the breadwinner of 
the family, she is very interested in the health of her 
family. All cases reported are actual testimonials re- 
ceived from Minnesota subscribers. 


Each hospitalization is different in respect to services 
required, and through the wide range of illnesses the 
program points out how necessary Blue Cross and Blue 
Shield are to a family. 

Because of the response noted through our daily 
inquiry count on our television broadcasts, Blue Cross 
and Blue Shield are now sponsoring the “News at Noon” 
with Charles McCuen over Channel Four, WCCO-TV, 
12:00 noon to 12:15, five days a week, Monday through 
Friday. 


HOSPITAL NEWS 


The new thirty-two bed hospital at Madisom was offi- 
cially opened in August, with dedication ceremonies and 
conducted tours of the new building beginning at 1 p.m. 
Sunday, August 16. The cost of the structure and equip- 
ment was more than $560,000, 45 per cent paid by federal 
funds and 55 per cent by the Madison Hospital Asso- 
ciation. 


Dedication ceremonies for the new St. Francis Hos- 
pital at Shakopee were held Sunday, August 23, with 
Archbishop John Gregory Murray of Saint Paul, giving 
the dedicatory address. Following the dedication cere- 
mony, open house and conducted tours of the fifty-bed 
hospital were held for community members. The Sisters 
of St. Francis will administrate and partially staff the 
hospital. 


Listed on the active medical staff are Dr. M. B. 
Hebeisen, chief of staff, Chaska; Dr. F. H. Buck, Dr. 
Ivy Heinz, Dr. L. H. Heinz, Dr. B. F. Pearson, and 
Dr. J. E. Ponterio, all of Shakopee; Dr. C. J. Olson, 
Belle Plaine; Dr. G. Schimpelfenig, and Dr. B. H. 
Simons, of Chaska, and Dr. P. Stahler, of Jordon. 
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EXTRAPULMONARY INTRATHORACIC 
TUMORS 
(Continued from Page 960) 


neuroblastomas; one of the three patients had a 
tumor of the dumbbell type for which laminectomy 
and mediastinotomy were required. Two of the 
seven patients had teratoid tumors,*of which one 
was benign and one had undergone malignant 
change. One patient had a thymoma, and one a 
hemangio-endothelioma. Two hundred and five 
patients recovered from operation. 

The series of 212 cases does not include the 
cases in which operations were performed for 
intrathoracic lesions of the esophagus, such as 
leiomyoma or reduplication of the esophagus, 
diaphragmatic hernia of congenital type in which 
the omentum is the only structure involved in the 
hernia, or hernias through the dome of the right 
side of the diaphragm which have placed a portion 
of the liver in the right side of the thoracic cavity. 

In closing, I should like to emphasize that 
many different types of lesions occur within the 
thoracic cavity and that all of these lesions de- 
mand careful consideration regardless of whether 
or not they are producing symptoms. Some of 
these lesions require surgical treatment and some 
lesions require other types of treatment. The 
many problems associated with the establishment 
of a definite diagnosis and in the selection of 
the type of treatment to be instituted are best 
solved by close co-operation between the clinician, 
bronchoscopist, roentgenologist and the surgeon. 
The most important consideration of intrathoracic 
extrapulmonary tumors is that malignant lesions 
often cannot be differentiated from benign lesions 
and that all of these growths are potentially 
malignant. Their early recognition with complete 
surgical removal is their most effectual treat- 
ment. 
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